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617 West Grace-8t., Richmond, Va. 
and modern private hospital for 


rent towards the ceiling and not on the patient. JOnly graduate nurses 
are employed, {All modern conveniences, such “as : 
signals for patients, vacuum cleaners built in the wall and long 
tance telephone connection in every bed room. Two. latge and 
plete operating rooms with northern light are on the top floot, 
they are practically free from dust. The hospital 4s open the 
year. No wards, only single or double roems, with or withou! 


a 


Superintendent, MISS JOSEPHINE McLEOD, A.B., Graduate Nurse — 
of Johns Hopkins Hospital. Ss er 5 


St. Elizabeth’s Hospital 


J. SHELTON HORSLEY, M.D., Surgeon-In-Charge. 


TUBERCULOSIS 
Albuquerque, - - New Mexico 


each patient. Complete laboratory and ¥--Ray equipment for diagnos- 
tic purposes. Compression of thelung and sufi-bath treatment after 
the method of Rollier. Steam heat, hot and cold water, electric lights, 
calibells, local and long-distance telephones and private porches for 
each room. Bungalows, if desired. . 


market of New Mexico, permits of excellent meals” 
moderate price. Write for Booklet B. 


A. G. Shortie, M.D.—Associate Physicians—L, S. Peters, M.D. 


MODERN up-to-date private infirmary equipped with steam heat, electric light, electri¢ 
A fans, modern plumbing and new furnishings. Solicits all chronic cases, functional and 
organic nervous diséases, diseases of the stomach and intestines, rheumatism, gout and 
uric acid troubles, drug habits and non-surgical diseases of meni and'women. No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. : 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, High Prequency, Are Light and X-Ray 
Treatments given by competent Physicians and Nurses ander the immediate supervision of the M 
Superintendent. Sp laboratory facilities for diagnosis by arine, blood, sputum, gastric juice and 
X-Ray. Recreation hall with pool and billiards for free use of patients. * cai 
Rates $25 per week; including treatment, board, medical attention and general nursing. Send for 
large illustrated catalog. The Sanatorium is daily, from the Pope Farm 
poultry and eggs; also milk, cream, butter and buttermilk from its herd-of Jerseys. 


‘THE POPE SANATORIUM 
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Albuquerque Sanatorium 


A private sanatorium where the closest personal attention is given’ 


Situated but 1% miles from Albuquerque, the largest city and best 


Altitude 5,100 Peet. Ratés Moderate No Extras, Climatic Conditions 
tude 5, ‘ ras. ¢ Conditions 


in any building, but a necessity in a surgical hospital.. Ventilation per- | 
Gee tion, and also to the patent Austral windows which direct the air cur- 
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THE SUCCESS OF THE CENTURY 
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Never Before Has a Medical Work Grown to 
Fame More Rapidly and More Effectively Than the 


Billings-Forchheimer Therapeusis of Internal Diseases 


TS success as the greatest work on therapeutics of the cen- 


tury is proverbial. Today, simply the words, BILLINGS- 

FORCHHEIMER, suggest to medical men the most dependable 
source of therapeutic informa- 
tion. If you are not using it ask 
one of your colleagues who is, 
what he thinks of it. He can 
measure its value for you in 
actual results. No matter how 
busy you are you cannot afford to 
overlook this huge factor in the 
success of your fellow-physi- 
cians. It is sold upon ‘terms 
which are easily within the reach 
of every doctor in the country. 
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The Hendricks Sanitorium, Ps: Texas 


we 


THE MOST MODERN SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 
Physicians of the South and Southwest are Urged to Investigate 
All Rooms connect with Private Bath--All Rooms have Private Sleeping Porches 
Fireproof Construction 
NO BETTER CLIMATE—WINTER OR SUMMER 


R. D. HARVEY Cc. M. HENDRICKS, 
President Medical Director 


DR. BRAWNER’S SANITARIUM, ATLANTA, GA. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS 


Woman’s Building . A Cottage Main Building Playing Croquet 
The sanitarium is located on the aie trolley line, 10 miles from center of city, near a beautiful eae Bago } onoqgnad Eee of 80 
acres. Buildings are steam heated, electrically lighted and many rooms have private baths.” Patients ha' 


as tennis, 
and automobiling. Reference: The Medical Profession of Atlanta. Address DR. JAS. "BRAWNER, ‘Sent Bids., 
anta, Ga. 


ST. ALBANS SANATORIUM, Inc. 


Virginia 


The Hydrotherapy Department is complete in every de- 
tail. Continuous, Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, Mas- 
sage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sanatorium 
for the diagnosis and treatment of chronic medical, nerv- 
ous, and mild mental disorders. It is situated 2,000 feet 
above sea level in the famous blue grass region of Vir- 
ginia. There are two large Colonial brick buildings con- 
nected by a sun parlor 105 feet long. Rooms single or en 
suite, with or without private baths. Accommodations for 
fifty patients. Modern and approved methods used in 
every department. The nurses are specially trained to 
care for nervous patients. 

For details write for descriptive pamphlet. 
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Chestnut Lodge 


Rockville, Maryland 


Near Washington, D. C. Baltimore & Ohio Railroad and 
Electric Line from Washington. 


This Sanitarium under experienced management offers 
superior advantages for the treatment of patients suf- 
fering from Nervous and mild Mental Diseases, and for 
elderly persons needing skilled care and nursing; com- 
bining the equipment of a modern Phycopathic Hos- 

ital with the appointments of a refined home. The 

ydrotherapy Department is complete in every detail 
including the Nauheim Baths for Arteriosclerosis, 
Heart and Kidney Diseases. 


DR. E. L. BULLARD, Physician-in-Charge 


The Davis Infirmary 


FOR SURGICAL 
AND GYNECOLOGI- 
CAL CASES and Hos- 
pital Training School 


J. D. S. DAVIS, M.D. 


BIRMINGHAM, ALA. 


for Nurses. 


Organized 1901 
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W. W. CRAWFORD, M. D., Surgeon-in-chief 
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New Buildings Completed in March, 1915. 


Special soolitties for giving hydrotherapy, electrotherapy, 


S. T. RUCKER, M. D., Office, Goodwyn Institute 


LYNNHURST SANITARIUM 


For Nervous Diseases, Mild Mental Disorders; an Improved Treatment for 
Addiction, which Eliminates Suffering and Craving 


SITUATED in the su- 


of burbs of Memphis, on 22 


acres of beautiful wood- — 


land and ornamental 


| approved methods in 


construction and equip- 
ment. Thorough ven- 
tilation, sanitary plumb- 
ing, low pressure steam 
heat, electric light and 
fire protection. Pure 
water, experienced 
nurses. 


massage, physical culture and rest treatment 


MEMPHIS, TENN. 


VON ORMY COTTAGE SANITARIUM 


For the Treatment of Tuberculosis 
\ VON ORMY, TEXAS. 
i. S. A.B., M.D., Medical Director 
W. R. GA SiON, Business Manage’ 
F. C. COOL, 
An institution designed for the proper care of tubercu- 
lar patients at moderate rates. 
Splendid all year ’round climate. 
Beautifully located on the Medina River near San An- 
tonio. Our own dairy and egg supply. 
Tuberculin, autogenous vaccines and artificial pneumo- 
thorax used where indicated. 
Hopeless last stage cases not admitted. 
Rates: $15.00 and $18.00 per week. 


Write for booklet. 
San Antonio Office: No. 521 Moore Bldg. 


WAUKESHA SPRINGS SANITARIUM 

For the Care and Treatment of 
NERVOUS 
DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Supt. 
Waukesha, Wis. 
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{New West House; 


WAUWATOSA TABLI 
WISCONSIN For Mental and Nervous Diseases ESTASLICNED 
Located at Wauwatosa(a suburb eee — - — 

of Milwaukee) on C.M.&8t.P Ale 3 

Ry., 2.5 hours from Chicago. 15 
ufinutes from Milwaukee,5 min- 
utes from all cars. Two lines 
street cars. Complete facilities 
and equipment as_ heretofore 
announced. {New Psychopathic 
Hospital: continuous baths, 
fire-proof building, separate 


en suite with private 
baths. {New Gymnasium and 
Recreation Building: physical 
culture, new ‘Zander’ ma- rntrance West House ( flice and Bath House Psychopathic Hospita 


chines, shower baths. {Modern 
Bath house; mechanotherapy. {Thirty a beautirus hill, forest Five houses. Individualized 
treatment. Y, A.M., M.D. EUGENE CHANEY, M.D, ROBINSON, M.D. 


WE 
CHICAGO MOEFICE: Marshall Field Annex Building, 225 East Washington St. Wednesdays 3, except July and August. 
Descriptive Booklet will be sent upon application. 


Dr. Watson's Sanitarium 
OKLAHOMA CITY, OKLA. 


For the Treatment of GOITER and Diseases of the Glands of Internal Secretion 
LEIGH F. WATSON, M. D., Medical Director 
OFFICE: 419 COLCORD BUILDING 
MRS. E. A. SMITH, R. N., Superintendent 


e | * For the Treatment of MENTAL and NER- 
\ / 1 eC Ww VOUS DISEASES and the ADDICTIONS. 
y New fifty Room Department completed January, 


1915. Now have two new buildings. One for each 


@ 
sex. A thoroughly modern and fully equipped pri- 
al 1 u vate hospital, operating under state license. Large 
commodious buildings offering accommodations 


Gbess (ESTABLISHED 1907) SSCs to meet the desires of the most exacting. Situated 

oo out of town in a quiet, secluded place. Large 
shady grounds. Specially trained nurses. Two 
Telephone Main 2928 resident physicians. Capacity 65. References: 


Rural Route No. 1. Nashville, Tennessee Medical Profession of Nashville. 
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The Meriwether Hospital and Training 


 $chool for Nurses, Inc. 
ASHEVILLE, N. C. 


Since the death of Dr. F. T. Meriwether, his mag- 
nificent institution has been converted into a gen- 
eral hospital, receiving Surgical, Gynecological and 
Medical cases. The staff as selected by the man- 

* agement is as follows: 
MEDICAL—Dr. C. P. Ambler, Dean; Dr. M. L. 

Stevens, Dr. C. ne Cotton. 

SURGICAL—Dr. ene B. ~ Vice-Dean; Dr. 

F. Webb r. A. F, Reeves. 

EYE, EAR, AND E. R. Rus- 
sell, Dr. J. B. Green, Dr, R. tog Buckner. 
NEUROLOGY_—Dr. B. R. Sm 
GASTROENTEROLOGY A Calloway. 
DERMATOLOGY—Dr. W. C. Brownson. 
PEDIATRICS—Dr. L. W. Elias. 

G. U. AND DISEASES OF THE RECTUM—Dr. 

P. R. Terry. 

ANESTHETIST AND HOUSE PHYSICIAN—Dr. 

W. J. Hunnicut. 


ALL COMMUNICATIONS SHOULD BE ADDRESSED TO 
MISS FLORENCE PITTS, Supt., or DR. B. M. MERIWETHER, Bus. Mgr. 


24 Grove Street, Asheville, North Carolina 


THE POTTENGER SANATORIUM a, 


MONROVIA, CALIFORNIA A thoroughly equipped institution 
. — for the scientific treatment of tuber- 
culosis. High class accommodations. 
Ideal ali-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery, Forty-five min- 
utes ey Los Angeles, F. M. Pot- 
tenger, 
Director. J. Pottenger, A.B. 
Assistant Director and 
of Laborator George H. 
M.D., San rancisco, Medical Con- 
sultant. For particulars address: 
POTTENGER SANATORIUM, 
Monrovia, California. 


Los Angeles Office: 1100-1101 Title Ins. 
Bldg., Fifth and Spring Streets. 


Arlington Heights Sanitarium 
P. O. Box 978, Fort Worth, Texas. 


For Nervous Diseases, Selected 
Cases of Mental Diseases, 
Drug and Alcohol Addictions, 
(Incorporated under Laws of Texas) 
WILMER L. ALLISON, M.D., 
Resident Physician 


JAMES D. M.D., 
Resident Physician 

BRUCE ALLISON, 
"Resident Physician 


JOHN S. TURNER, M.D., 
Consulting Physician 
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yy) The Tucker Sanatorium, Inc. 


ra Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverley R. Tucker 
ce The Tucker Sanatorium is for the treatment of nervous 
+ diseases. Insane and acute alcoholic cases are not taken. 
The Sanatorium is large and bright, surrounded by a 
lawn and shady walks and large verandas. It is situated 
in the best part of Richmond and is thoroughly and mod- 
ernly equipped. There are departments for massage, 
medicinal exercises, hydrotherapy, occupation and elec- 
tricity. The nurses are especially trained in the care of 
nervous cases, 


my Dr. Morse’s Sanatorium for Tuberculosis 


HENDERSONVILLE, NORTH CAROLINA. 

Twenty miles south of Asheville, on the main line of the 
Southern Railway between Cincinnati and Charleston. Prob- 
ably the finest all-year-round climate in America. Large num- 
ber of days of sunshine. Altitude 2300 feet above sea level. 
Stimulating air. Mountain scenery of great beauty. In the very 
center of the “LAND OF THE SKY.” The sanatorium is espe- 
cially adapted to the treatment of the tuberculous. Private 
sleeping-out piazzas for every patient. All modern conven- 
iences and good service. Every health-giving condition is 
supplied. Eighteen acres of natural parkland surround the 
sanatorium—a scientific institution amid ideal conditions. Phy- 
sician lives in the sanatorium, Rates $17.50 to $30.00 per 
week. Booklet on application. 


DR. MORSE’S SANATORIUM, Box 395, Hendersonville, W. 6. 


OAKS 


NERVOUS AND MENTAL DISEASES, LIQUOR AND DRUG ADDICTIONS TREATED 

Constant medical oversight and skilled nursing. Hydrotherapeutic department equipped with Turkish, shower, 
needle, sitz and other baths, liver spray, and Scotch and perineal douches, given by prescription at definite tem- 
peratures and pressures. Various forms of vibration, vibratory and manual massage, galvanic and faradic elec- 
tricity, laboratory methods and facilities for sero-diagncsis and treatment. Various in and outdoor games. Resi- 


dent musicians. New sigoeny Eighty-one acres. Beautifully wooded grounds. In arranging for admission of 
patients physicians may use long distance telephone at our expense. Address 


GEO. P. SPRAGUE, M. D., Lexington, Ky. 
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The Watauga Sanitarium, Ridgetop, Tenn. 


In the Foothills of Tennessee’s Beautiful and Picturesque Mountains 


STAFF: For Tuberculosis in All Forms 

ea. ee Se Location ideal, elevation about 1,000 feet, buildings modern hot and 
ses AF. --¥ cold running water, lighted with gas, perfect sewerage, excellent water 
om. FAI] supply. The Sanitarium operates it own dairy and truck farms. Equip- 
DR. G. C. SAVAGE, 4 Throat ‘ment includes our own steam laundry, and is in every way up to now. 

Tuberculins and Vaccines, Administered in suitable cases. Hydrotherapy 
wee Sle modified after the method of Rollier. Rates very reasonable. Address 
THE WATAUGA SANITARIUM, Ridgetop, Tenn. 


X-Ray Diagnosis. 
or Mr. James A. Yowell, Mr. Joe E. Yowell, Sec.-Treas., 623 Stahlman Bldg., Nashville, Tenn. 


NEW MEXICO COTTAGE SANATORIUM 


E. S. BULLOCK, M.D. WAYNE MacVEAGH 
Physician-in-Chief . WILSON, Manager 


For the treatment of 


TUBERCULOSIS 


No region in the world equals the high altitude sec- 
tion of the southwestern portion of the United States 
for the treatment of tuberculosis. And of all the cities 
and towns in this section, SILVER CITY stands pre- 
eminent as a health resort. 

Wonderful all-year-round climate. Moderate winters. 
Cool summers. Over three hundred days of sunshine 
each year. Hemorrhages rare. Night sweats unknown. 

Splendidly equipped institution. ‘Tuberculin in se- 
lected cases. Artificial pneumothorax. Heliotherapy. 
X-ray. Rates for Ambulant Patients from $20.00 to 


$32.50 per week. No extras. 
Write for Descriptive Booklet C. Silver City, New Mexico 


OFFICERS 
AND DIRECTORS 
Dr. Milton Board, 
Pres. and Supt. 
(Late Supt. West Ky. Asylum 
for the Insane.) 


(Late Member of Kentucky 
State Board of Control 
Charitable Institutions.) 


TELEPHONES 
Cumberland . . .S. 480 


Dr. J. T. Windeli, 
Vice-President 
Dr. Earl Moorman, REFERENCE 


Secretary and Assistant 
Dr. W. E. Gardner, 
(Supt. Central Ky. Asylum) 
Dr. A. T. McCormack 
Dr. Leon L. Solomon, 
Dr. Irvin Abell 


The Medical Profession 
of Kentucky. 


A modern, thoroughly equipped private institution for the treatment of MEN- 
TAL AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access, yet quiet and 
secluded. Opposite beautiful Central Park. Terms $20.00 to $35.00 per week. Out- 
side patients charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 
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GLOCKNER SANATORIUM 


NORTH TEJON 
COLORADO SPRINGS, COL. 


CLIMATE 
CARE 
COMFORTS 

For 
Pulminary | 

Cases 
FOUNDED IN (889 


in caring for the health-seeker. Rates $15 to $35 per week. 


SOUTH FRONT 
A —_ a! Sanatorium with surgical annex, modern buildings and equipment. Located amid scenic 


grandeurs. For 25 years success- 
Write for catalog, mentioning this Journal. 


DR. BARNES’ SANITARIUM 


STAMFORD, CONN. 


FOR MENTAL AND NERVOUS DISEASES 
and GENERAL INDIVIDUALISM. 


Splendid location overlooking Long Island Sound 
and City. Facilities for care and “treatment un- 


Dr. Livingston’s Hospital 


HOT SPRINGS, ARKANSAS 


Rates $10.00 to $35.00 per week, including room, 
board, general nursing and medical attention. 
Examination and surgical operations extra. 


surpassed. Separate department for cases of 
inebriety. 50 minutes from New York City. 
For terms and information apply to 


F. H. BARNES, M.D. 


STAMFORD, CONN. Long Distance Telephone 1867 


Address, 
JOS. J. LIVINGSTON, M.D. 


Physician and Surgeon in Charge 


CINCINNATI SANITARIU M 


FOR MENTAL-.AND NERVOUS DISEASES 
A strictly modern hospital fully e1uipped for the scientific treatment of all nervous and 
mental affections. Situation retired and accessible. For details write for descriptive pamphlet. 


F. W. Langdon, M.D., Medical Director 
B. A. Williams, M.D., Resident Physician 
Emerson A. North, M.D., Resident Physician 


H. P. Collins, Business Manager, Box No. 4, 
College Hill, Cincinnati, Ohio. 
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THE CHESTON KING SANITARIUM 


SUCCESSOR TO HOWELL PARK SANITARIUM 
PEACHTREE ROAD, ATLANTA, GA., R. F. D. No. 4. 


For the treatment of 


Mail Address: 


and yet will not come in contact with any objectionable case. A physician is in constant attendance. 


THE CHESTON KING SANITARIUM 
ATLANTA, GA., R. F. D. No. 4. 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 


The South’s most beautiful Sanita- 
rium, completed August, 1914, on acre- 
age of Peachtree Road, twenty min- 
utes drive from Atlanta, and situated 
between the Capital City County Club 
and Greater Oglethorpe University. 


The buildings are of concrete, pressed brick 

and tile room, all rooms are outside, with a 

purpose single to light and ventilation. Com- 

poe system of baths. The water supply is 
rom an artesian aa. 

There is installed in all the buildings 
vapor heat and the indirect lighting system. 
All of the latest approved treatments are 
used. Patients admitted to our Sanitarium, 

can have all the rest and exercise indicated 


Glenwood 
PARK 


GREENSBORO 
NORTH CAROLINA 


Succeeding Telfair Sanitarium 
C. W. Ashworth. M. D., Superintendent 

A strictly ethical institution offering superior advantages for the scien- 
tific treatment of Nervous Diseases, Drug and Alcoholic Addictions. A 
modern building of 30 rooms, well heated and lighted and fully 
equipped with hot and cold baths, up-to-date electrical apparatus, etc. 
Charming location in quiet suburb, where all publicity can be avoided. 
Patients given humane treatment. Originators of the ‘Twilight 
Sleep’”’ treatment for drug addiction. Gradual reduction method also 
used tn habit cases. Descriptive booklets for both systems will be 
sent on request. Write for terms. 


DOWNEY HOSPITAL 


A new, modern, up-to-date 
two-story building with roof 
garden, equipped with steam 
heat, electric lights, electric 
signal system and new furn- 
ishings. All rooms outside, 
with or without private bath; 
hot and cold water in each. 
Fully equipped sterilizing and 


Patients 
admitted 
i} .. Gynecological, Obstetrical, 
‘Abdominal and General Sur- 
gical conditions. Limited number of medical cases accepted. No 
contagious, alcoholic or mental cases admitted.” Trained gradu- 
ate nurses and excellent training school. For further information, 


DOWNEY HOSPITAL, Gainesville, Ga. 


address 


HEALTH RESORT 


For Nervous and Mild Mental Diseases and Addiction Cases 


Five minutes walk from Interurban between Oconomowoc and Milwaukee 
On main line C. M. & St. P. Ry. 30 miles west of Milwaukee. 
Built and equipped to supply the demand of the neurasthenic, bor- 
der-line and undisturbed mental case, for a high-class home free from 
contact with the palpably insane, and devoid | of the institutional at- 


mosphere. 


New Building Absolutety 


ment of m 


OCONOMOWOC 
WISCONSIN 


Forty-one acres of watent ged in the heart of the famous Wiscon- 
sin Lake Resort region. Rura 
beautiful country in which to convalesce. 

The new building has been d d to Ss every require- 
odern sanitarium construction, the comfort and welfare Md 
the patient having been provided for in every respect. The bath 
partment is unusually complete and up-to-date. 

Number of patients limited, assuring the personal attention of the 
resident physician in charge. 


Arthur W. Rogers, B. L., M. D. Resident Physician in Charge 


environment, yet readily accessible. A 
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A thoroughly equipped 
institution for the scien- 
tific treatment of tuber- 
culosis. Bungalows with 
individual screened 
porches, hot and cold 
running water bath and 
toilet in each cottage, 
electric lights, call bells, 
etc. Ideal location. 
Rates: $20.00 to $25.00 
per week. No extras. 
Write for booklet 
JOSEPH S. CIPES, M.D. 
Medical Director 


PETTEY & WALLACE 


MEMPIES TENN. SANITARIUM Drug Addiction, Alcoholism, 


Mental and Nervous Diseases 


A quiet, eg yee private, high- 

institution. Licensed. Strictly 
ethical. Complete equipment. Best 
accommodations. 


Resident physician and trained 


patients treated Dr. 
personal supervision. 
Detached building for mental 
patients. 


DR. MOODY’S SANITARIU M 


SAN ANTONIO, TEXAS ; 
For Nervous and Mental Diseases, Drug and Alcohol Addictions and Ner- 


vous Invalids Needing Rest and Recuperation 
Established 1903. Strictly ethical. Location delightful summer and winter. Approved di- 
agnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each with sep- 
arate lawns, each featuring a small separate sanitarium, affording wholesome restfulness 
and recreation, in doors and out doors, tactful nursing and homelike comforts. Bath rooms 
en suite, 100 rooms, large galleries, modern equipments, 15 acres, 350 shade trees, cement 
walks, playgrounds. Surrounded by beautiful park, Government Post grounds and Coun- 
try Club. 
G. H. MOODY, M.D., Supt. T. L. MOODY, M.D., Res. Physician, J. A. McINTOSH, Res. Physician. 
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— Kenilworth, Illinois 
| (Established 1905) 
it Px 9 (C. & N. W. Railway. Six miles North of Chicago.) 
Built and equipped for the treatment of nervous and mental diseases. Ap- 
. proved diagnostic and therapeutic methods. 


An adequate night nursing service maintained. Sound proof rooms with 
forced ventilation. Elegant appointments. Bath rooms en suite, steam heating, 
electric lighting, electric elevator. 

RESIDENT MEDICAL STAFF: 
Margaret S. Grant, M.D., Sherman Brown, M.D., Sanger Brown, M.D, 
Chicago Office 59 East Madison Street. 
Telephone Randolph 5794 Hours 11 to 1, by appointment only. 
All correspondence should be addressed to 


Kenilworth Sanitarium Kenilworth, 


The Jackson Health Resort 


Dansville, N. Y. 


Dansville is located about seventy miles east of Buffalo, and is reached by good Pullman 
trains from the South. This institution has for Fifty-Seven years been one of the great lead- 
ing resorts for those needing rest and recuperation. It is ethical in its methods and leading 
physicians of the United States send to it freely patients needing treatment. No insane or 
objectionable cases received. 


DR. JAS. H. JACKSON, Pres. DR. WALTER E. GREGORY, Vice-Pres. 
Write for Literature NEWTON B. GORHAM, Managing Director 


75 Beds i Long 
Distance 

Phone 


The Southern Medical Sanitarium 
FOR THE TREATMENT OP 
PELLAGRA AND NERVOUS DISEASES 
FORT WORTH, TEXAS. 

This institution is modern in every particular. It is a pleasant, delightful place 
in which to spend a few weeks. There are 75 beds, and every convenience for the pa- 
tient. Dr. C. C. Parrish has charge of the pellagra cases and Dr. W. C. Rountree the 
nervous diseases. Dr. Truman C. Terrell has charge of the pathological laboratories 


Address THE SOUTHERN MEDICAL SANITARIUM, Fort Worth, Texas. 
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LABORATORY OF DR. ALLEN H. BUNCE 


ATLANTA, GA. 
A well-equipped Clinical Laboratory for the examination of pathological, bacteriological and serolog- 
ical specimens for physicians and surgeons. 
Wassermann Reaction, Five Dollars. Autogenous Vaccines prepared. Milk and water examinations. 
Reports telegraphed upon request. 
Mailing tubes for specimens and fee list = application. ; 
dress ALLEN H. BUNCE, A.B., M.D. Healey Bldg., Atlanta, Ga. 


2 


OXFORD RETREAT 
OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
nae Of Easy Access—39 Miles 
from on C. H. & 
R. R. 10 Trains Daily 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M.0. Physician-in-chief 


Dersonally conducted by Dr. Stuart MGuire 
for Accommodation of tis Surgical Patients. 4 


’ Patronize our advertisers—mention the Journal when you write them 


‘ 
: 
| 

| 
: 
| ij 
il 
i} 
e 
1C ond 
nd Va. 
| | 3 
| 


14 SOUTHERN MEDICAL JOURNAL 


The Chicago Policlinic and the Post-Graduate Medical Schoo of Chicago 


AFFILIATED 


Own and control completely their own Hospitals, Laboratories and large Dispensaries. The Staff consists of men 
well known in the profession. The Teaching is largely Clinical, in Special Courses Didactic and Clinical. 
Matriculation and general tickets good for both Schools. Clinical courses for the General Practitioner. 
Special and Private Personal Courses in: Anatomy, Pathology, Laboratory Work, Physical Diagnosis, X-Ray, 
Refraction, Operative Surgery on the Cadaver, Operations on Ear, Nose and Throat, Cystoscopy and other spe- 


cial studies. 
Surgical Assistantship—Personal—at Post-Graduate Hospital. Interneship. Nurses’ Training Schools. 


For further information address either 
The Chicago Policlinic The Post-Graduate Medical School of Chicago 
M. L. Harris, Sec’y. . Emil Ries, Sec’y. 
Dept. B, 219 W. Chicago Ave. Dept. B, 2400 S. Dearborn St. ° 


of Philadelphia 5 


‘The Medico-Chirurgical College or Medicine 


Located in America’s Medical Center. A School which offers Peculiar Advantages for 

Completing a Course under the Standards of the American Medical Association. 
Completion of standard four-year high school course, or its equivalent, plus one year of work of college grade in Physics, Chemistry, Biology 
and one modern language required for entrance. All credentials must be approved by Pennsylvania State Examiner under specifications of 
State laws. A Pre-Medical Course in Physics, Chemistry, Biology and German is given, th P tate and American 
Medical Association requirements. The Course In Medicine comprises four graded sessions of eight 1 months ‘each. Among the special features 
are Individual Laboratory and Practical Work in well-equipped Laboratories and Hospital, Free Q 
tematic Clinical Conferences, Modified and Modern Seminar Methods. Abundant clinical —— is supplied by the sana eyo Phila- 
delphia General Hospital (1500 beds), and the Municipal Hospital for Contagious Disease: Also Department of Dentistry Department 
of Pharmacy and Chemistry. For information, etc., address SENECA EGBERT, M.D., a Dena, {7th and Cherry Streets, "philadelphia, Pa. 


The Philadelphia Post-Graduate School of Neurology 


This school affords unusual opportunities for yer po instruction in poureinay and psychiatry, having at com- 
mand the large neurological and psychopathic wards of the pmo General Hospital, the Philadelphia Hospital 
for the Insane on the same grounds, other large hospitals and several laboratories. The instruction is given by the 
members of the Neurological Staff of the Philadephia General Hospital, their associates and assistants. Each period 
of instruction extends over six weeks and the fee for the course is twenty-five dollars. 

For further information address DR. CHARLES K. MILLS 1909 Chestnut Street, Philadelphia 


New Orleans Post-Graduate School of Medicine 


Next Regular Session begins October 1st. Students admitted throughout the year. 


UP-TO-DATE POST-GRADUATE INSTRUCTION to meet the requirements of the General 
practitioner or the Specialist in all branches of Medicine and Surgery. 


ABUNDANT CLINICAL MATERIAL. Unexcelled clinical facilities in all the hospitals of 
the city of New Orleans, particularly the Great Charity Hospital where members of the faculty 
occupy the highest positions on the Visiting Staff. 


FACULTY LARGE, permitting Individual instruction and special work if desired. 


For further information address Joseph A. Danna, M.D., Secretary, Suite 716 Maison Blanche 
Building, New Orleans, La. 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICIN& 
MEDICAL COLLEGE OF VIRGINIA PRIVATE MATERNITY HOME 
"For deserving F unfortunate, unmarried 
Medicine-Dentistry-Pharmacy Quist, homelike, exclusive, protective 
STUART McGUIRE, M.D., Dean ethical. Good home for infants provided if de- 
New college building, completely equipped and modern sired. Rates Reasonable. Correspondence and 
laboratories. Extensive Dispensary service. Hospital fa- co-operation solicited from physicians, 
cilities furnish 400 clinical beds; individual instruction; Address DR. IRA C. TYNDALL » Berlin, Md. 


eeenecet faculty; practical curriculum. For catalogue or 
in ation address 

J. R. McCAULEY, Secretary, 
1140 B. Clay Street : Richmond, Virginia 
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New York Polyclinic Medical School and Hospital 


341-351 West 50th Street, New York City 


General, Separate Clinical and Special Post-Graduate Courses of Individual 
Instruction given throughout the year, beginning at any time, and for any 
period of time. Laboratory, Cadaver and Operative Courses in all branches. 
Instruction planned to meet individual requirements. Courses of Practi- 
cal Work under tutelage for periods of three months, six months, one year, 
for specialists. Individual Instruction in the following branches: 


Major and Minor Surgery Rectal Diseases 

Hernia (local anesthesia) Anesthesia 

Cystoscopy (male and female) Physical Diagnosis 
Urethroscopy and Endoscopy Infant Feeding and Diagnosis 


Neurology and Neurological Surgery 


(brain, spinal cord, peripheral nerves) Tuberculosis (Pulmonary, glandular, bone) 


Dermatology (skin pathology) Drug Addictions and Toxemias 
Gynecology (operative; non-operative) Diseases of Stomach (dietetics) 
Eye (including Refraction), Ear, Nose, Throat X-Ray and Electro Therapeutics 


State particular information desired when writing. 
Address inquiries to JOHN A. WYETH, M.D., LL.D., President of the Faculty 
or MR. JAMES U. NORRIS, Superintendent 


THE JEFFERSON MEDICAL COLLEGE OF PHILADELPHIA 

FOUNDED 1825. A CHARTERED UNIVERSITY SINCE 1838. 

3 NINETY-SECOND SESSION BEGINS SEPTEMBER 25, 1916. 
ADMISSION: One year of College credits in German or French, Chemistry, Physics and Biology, in addition to an 
approved four-year High School Course. 
PREPARATORY COURSES in German, Chemistry, Physics and Biology of standard College grade, especially adapt- 
ed to the needs of Medical Students, are given previous to Medical Course, under the provisions of the University 
Charter, for the benefit of students who are unable to secure satisfactory preparation elsewhere, or who desire prep- 
aration under medical supervision. ete ? 
FACILITIES The College and Laboratory Building; the Baugh Institute of Anatomy and Biology; the Jefferson Hos- 
pital of 360 beds; the Jefferson Maternity; a separate Department for the Treatment of Diseases of the Chest; mod- 
ern and fully equipped laboratories; a new ——— Museum; a Students’ Library of six thousand volumes with a 
trained Librarian in charge; all owned and controlled by the College, offer unusual and exceptional facilities for both 
laboratory and clinical instruction. Additional facilities are offered by other Hospitals in Philadelphia with which mem- 
bers of the Teaching Staff are connected. ‘ : 
Every Graduate has abundant opportunity for hospital service. 

CIRCULARS AND DETAILED INFORMATION SUPPLIED UPON REQUEST 
ROSS V. PATTERSON, M.D., Sub-Dean. 


UNIVERSITY of LOUISVILLE 


MEDICAL DEPARTMENT 

Seventy-ninth annual session begins Sept. 28, 1916. Entrance Requirements: One year of 
college work in Physics, Chemistry, Biology and a modern language, in addition to the 14 units’ 
work in an accredited high school. 

A premedical course of instruction is given in the Ac:iemic Department of the University. 

Well-equipped laboratories under full-time teachers. F 

Clinical work in the new Million-dollar Public Hospital. For further information and cata- 
logue, address the Dean, 


HENRY ENOS TULEY, M. D., Louisville, Ky. 
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University of of Moedivine 


MOBILE, ALABAMA 
Rated Class A. Registered “Standard” by N. Y. State Educational Department. Laboratories of 
Anatomy, Physiology, Biology, Bacteriology, Pathology and Pharmacology. Equipped with latest 
standard apparatus. Operated by all-time Teachers. Instruction in Junior and Senior years mostly 
clinical. Below are shown four of the institutions affiliated with us for clinical work. 


MOBILE CITY HOSPITAL MOBILE CITY DISPENSARY 
206 beds. Internes appointed and controlled by the — Controlled and <i vd the School. Over 10,000 patients 
Clinical material ab b div treated by stud jast Under direction 
ed into small sections “under all-time teacher. of ect sl teachers. 


ALABAMA MATERNITY AND INFANT HOME U. S. MARINE HOSPITAL 


Mobile, Ala. Capacity, 10 maternity cases and 100 infants. Mobile, y Surgeon in charge professor of Tropical Med- 
Professors of Obstetrics and Pediatrics icine in the college. Patients utilized by order of 
contro! Secretary Treasurer of United States. 


For entrance requirements hind full information address DR. T. H. FRAZER, Dean, Mobile, Alabama 
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ATLANTA M EDICAL COLLEGE 


EMORY UNIVERSITY, ATLANTA, GEORGIA 
Sixty-Second Annual Session Begins September 25, 1916. 


ADMISSION.—Completion of four-year course at an accredited high school, 
which requires not less than 14 units for graduation, and in addition, one year 
of college credits in Physics, Biology, Inorganic Chemistry and German or 
French. The “Premedical” Course will be given in the College of Liberal Arts 
at Oxford, Ga. Admission to the Premedical Course may be obtained by pre- 
senting credentials of the 14 units of high school work. 


COMBINATION COURSES.—A student may enter the regular Freshman 
class on 14 units and attend the College of Liberal Arts for two years, after 
which he will be admitted to the Freshman Medical Class, and upon the comple- 
tion of his Sophomore year in the Medical College can obtain the degree of 
Bachelor of Science, gaining his M. D. degree after another two years at the 
Medical College. 

INSTRUCTION. — Thorough laboratory training and systematic clinical 
teaching are special features of this institution. The faculty is composed of 100 
professors and instructors, 15 of whom are full-time salaried men. 


EQUIPMENT.—Four large modern buildings devoted exclusively to the teach- 
ing of medicine, well equipped laboratories, and reference library. | 


HOSPITAL FACILITIES.—The Grady (municipal) Hospital of 250 beds is in 
charge of the members of the medical faculty during the entire college session, 
and Senior students (in small sections) are given daily clinical and bedside 
instruction there. In the near future, work will begin on the new Wesley 
Memorial Hospital (of 200 beds) at a cost of not less than $200,000.00, which 
will be erected on or near the site of the present Medical College. The wards 
‘of this hospital, when completed, will be under the complete control of the fac- 
ulty for teaching purposes. The construction of the Out-Patient Building, at a 
cost of $75,000.00, has already begun, and when completed will afford ample 
accommodations for this large clinic, and excellent facilities for clinical instruc- 
tion. 


RATING.—This college is rated as a class A medical school by the Council on 
Medical Education of the American Medical Association. 


Catalogue giving full information, also entrance blanks, will be sent by 
applying to WM. S. ELKIN, A.B., M.D., Dean. 
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UNIVERSITY of VIRGINIA 
DEPARTMENT OF MEDICINE 
CHARLOTTESVILLE, VIRGINIA 


The prominent features of the course are extensive laboratory instruction in 
the fundamental sciences and thorough practical training in the University hos- 
pital, where students have many of the dashes: imum USUALLY GRANTED 


ONLY TO INTERNES. 


All laboratory courses are given by full time instructors, each a specialist 
in his own branch. Instruction of students is the primary work of instructors 
in medicine and surgery, whose practice is largely limited to the University hos- 
Four-fifths of the cases in this hospital are available and used for clinical 


pital. 
instruction. 


For catalogue, address 


‘HOWARD WINSTON, Registrar 


tHe STORM BINDER ano 
ABDOMINAL SUPPORTER 


(PATENTED) 


Inguinal Hernia Modification 
No Leather, No Whalebones, No Rubber Elastics 
Washable as Underwear 
Adapted to use of Men, Women, Children and 8abies 
For Hernia, Relaxed Sacroiliac Articulations Float- 
ing Kidney, Low and High Operations, Ptosis 
Pregnancy, Pertussis, Obesity Etc. 


Send for new folder and testimonials of physicians. 
mail orders filled at Philadelphia only--within 
twenty-four hours 


Katherine L. Storm, M. D. 


General 


1541 Diamond Street 
PHILADELPHIA 


50% Better 


Prevention Defense 


10. 


indemnity 


All claims or suits for alleged civil malprac- 
tice, error or mistake, for which our contract 
holder, 

Or his estate is sued, whether the act or 

omission was his own, 

Or that of any other person (not necessarily 
an assistant o. agent), 

All such claims arising in suits involving the 
collection of professional fees, 

All claims arising in autopsies, inquests and 
in the prescribing and handling of drugs and 
medicines. 

Defense through the court of last resort and 
until all legal remedies are exhausted - 
Without limit as to amount expended. 

You have a voice in the selection of local 
counsel. 

If we lose, we pay to amount specified, In ad- 
dition to the unlimited defense. 

The only contract containing all the above 
features and which is protection per se. 


A sample upon request. 
The MEDICAL PROTECTIVE CO. 


of FT. WAYNE, IND. 
Professional Protection Exclusively 


Patronize our advertisers—mention the Journal when you write them 


| 
| 
— 


SOUTHERN MEDICAL JOURNAL 


19 


Points About Digipoten 


FULL DIGITALIS VIR 
LUBI 


TUE 
LITY 


TY 
IC STANDARDIZATION 


Are not these rational arguments for the use of DIGIPOTEN? ae: 
In addition, it is an American-made product, lower in price than any similar foreign preparation. 

Do not all these points warrant you in giving DIGIPOTEN a trial in cases where you 
want true digitalis therapy? It makes a beautiful, true, and therefore reliable substitute 


for the infusion or tincture, by dilution to proper strength. 
DIGIPOTEN (Abbott) is available both in tablets and powder: 


(Prices in Canada, 25% additional.) 
Delivery prepaid for cash with order. 
money back if not satisfied. 


It is very valuable, and it is free. 


THE ABBOTT LABORATORIES 
CHICAGO - NEW YORK 
SEATTLE SAN FRANCISCO LOS ANGELES TORONTO 


cide 100, $0.44; 500, $1.80; 1000, $3.45 


If your druggist cannot supply you, order direct of home office or most convenient branch 
point. Samples of tablets, with literature, on request to Chicago. Trial order prefe 


If you haven’t our 1913-14 Therapeutic Price List, with revision section, ask for a copy. 


BOMBAY 


Department 


We Now Have A 


CHEMICAL BLOOD THST.... $10.00 
FOR CO2 to determine Acidosis 5.00 
ALL Our Serological Tests are -_.-..-._-_.-____ 5.00 


(We control all our Wassermann work by the Hecht-Weinberg- 
Gradwohl Reaction) 


minute laboratories. 


R. B. H. Gradwohl, M. D., Director. 


of Pathological Chemistry 


especially equipped to make all the newer CHEMICAL TESTS OF BLOOD AND URINE. 
This work has been carried out by Folin and Denis, Benedict, Myers and Fine, and has 
proven of great benefit in the diagnosis and treatment of Nephritis, Diabetes, Rheuma- 
tism, and Gout. These tests show by examination of the blood what the kidneys do not 
throw out, and by urinary examination what they excrete. 
quantitative, estimating exactly the amount of urea and uric acid, creatinine, total nitro- 
gen, and sugar, in both blood and urine. 


FULL PARTICULARS GIVEN ON REQUEST WITH CONTAINERS AND DIRECTIONS 
FOR SENDING IN BLOOD. 


They are qualitative and 


'N.B.—Note our new address. We are in new and absolutely modern equipped-to-the- 


Gradwohl Biological Laboratories, 


928 N. Grand Avenue, St. Louis, Mo. 
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CHICAGO LABORATORY 
CHICAGO 


Pathological Tissue Examination - - - $5.00 


Surgical diagnosis on specimens of tissue 
may be obtained promptly by frozen sec- 
tion on same day specimen is received. 


Send for booklet of instructions how to forward 
tissue and other specimens for examination. 


Our names and reputations stand back of our work. 


RALPH W. WEBSTER, M. D., Ph. D. 
Director of Chemical Department 


THOMAS L. DAGG, M. D. 
Director of Pathological Department 


C. CHURCHILL GROY, M. D. 
Director of Bacteriological Department 


Look for the RED HEART on the bottle label—no RED HEART, it’s not Stafford. 


STAFFORD WATER 


The BO-GA-HA-MA (Water of Life) of the Indians 
DIURETIC 
DILUENT 
APERIENT 
HEMATIC 


Dr. Henry Froehling, of Froehling & Robertson, Chemists, Richmond, Va., on 

October 30, 1914, collected in person water from Stafford Springs from which to 

make an exhaustive test. A complete report has just been made on the water—a 

report that justifies all the claims made of Stafford Water by its many friends. 
Dr. Froehling in his report comments as follows: 

“It has been shown that Radio Emmanations are very effective in Gout, Rheumatism, 
Sclerosis of the Arteries, and that the use of Radio Active water either by drinking or 
bathing, have a strong tendency to increase the activity of the kidneys and bladder. 
This has perhaps been no uncertain factor in producing the many cures of Nephritis 
and other kidney troubles credited to the Stafford Mineral Water. 


Stafford shipped in any quantity—handled by all druggists. 
We have excellent hotel accommodations at reasonable rates. 
STAFFORD MINERAL SPRINGS AND HOTEL CO., LTD. 


Operated by COLBURN, MORGAN COMPANY, 
VOSSBURG, MISS. 


Look for the RED HEART for genuine Stafford Water. Write for booklet and analysis 
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Important! 


Conforming to the rules of 
the Council on Pharmacy 
and Chemistry of the 
American Medical Associa- 
tion, we have changed the 
name of our pure medic- 
inal mineral oil from 
Stanolax Liquid Paraffin to 


"Trade Mark Reg. U. S. Pat. Off. 


Liquid Paraffin 


(Medium Heavy) 


This oil has won favor with the medical 
profession since its introduction some- 
thing over a year ago by reason of its 
dependability, its uniform quality, its 
palatability and its efficiency as a mechan- 
ical lubricant for use in the treatment 
of intestinal stasis and other disorders 


_where the use of mineral oil is indicated. 


If you are unacquainted with this oil we 
hope that you will allow us to send you 
a trial quantity. This we will gladly do 
upon request. 


Standard Oil Company 


(Indiana) 


72 W. Adams St. Chicago, U.S.A. 


i 


Stanolind 


Tasteless — Odorless — Colorless 


oi 
Liquidumu.S. 
Paratfinure Liquidum, 


Cine. fr 

heeite de Poraffine. Sp 

'ASTELESS 
op ORLESS 
COLORLESS 


AMedicinal White Mineral 
Oilespecialy prepared for 


INTERNAL 
ADMINISTRATION 
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THIS SUMMER 
LIKE PREVIOUS SUMMERS 


Will Bring the Usual Intestinal Troubles, Especially 


SUMMER DIARRHEAS OF INFANTS 


For More Than Six Years 


BULGARA TABLETS--H. W. & Co. 


Presenting 
BACILLI LACTIS BULGARICI “Type A”—(Massol Grigoroff) have maintained the 
confidence of medical men of unquestionable standing, as is shown by the CONTINU- 
OUSLY INCREASING NMBER PRE SCRIBED. Dry Cultures—TABLETS—Are 
established as the only successful manner of marketing the bacilli. 
Present Organisms That Are 
VIRILE VIABLE VIGOROUS 
In Tubes of 50 Tablets. Retail at $1.00 
Further Information Upon Request. 


THE HYNSON, WESTCOTT & COMPANY 


PHARMACEUTICAL LABORATORY 


Baltimore, Maryland. 


Our advantages make us 
headquarters for the or- 
gano-therapeutic products 


LABORATORY. 
JCUS F doctors Should Specity | 


wf, In a paper on Corpus Luteum in the January 29th number of the New 
rmours | York Medical Journal, Dr. Sajous states: 


Pituitary Liquid— | 

— or preserva- L “1, The selection of a preparation made ‘exclusively from the corpora [ 

vite b bed “et am- fj lutea of pregnant animals, an 

ae es, boxes Of Six. Due attention to the fact that the action of the drug is frequently | 

St ardi “a oN slow in asserting itself and that the drug should be given up only when 

oe Tablets, 2 — thorough trial has demonstrated its lack of efficiency.” - 

1 gr., % gr, %4 gr. Corpus Luteum (Armour) Is made from true substance. The glands are 
— —, — gathered in our abbattoirs and we know what we are using. 

1-20 grain. ¥ Corpus Luteum (Armour) is supplied in 2-grain capsules, bottles of 50; 
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THE ETIOLOGY AND TREATMENT 
OF ARTHRITIS.* 


By ESstTILL D. HOLLAND, M.D. 
Hot Springs, Ark. 


This paper deals especially with infec- 
tious arthritis, but I have purposely made 
the title broad enough to cover the whole 
field, as experience has shown that there 
is no distinct line of demarcation between 
the various kinds. 

Arthritis is variously classified by dif- 
ferent authors, but the most common 
forms mentioned are acute and chronic 
arthritis deformans, acute and chronic 
articular rheumatism, and infectious ar- 
thritis, the latter including gonorrheal ar- 
thritis. 

I noticed an article several years ago on 
the infectious etiology of certain forms of 
arthritis and it seemed so logical that I 
began taking a very careful history of all 
our cases of arthritis with the result that 
I found about 65% of such cases gave a 
history of previous susceptibility to the 
ordinary pus organisms, such as the strep- 
tococci and staphylococci, or had suffered 
from some acute infection such as a cold, 
grippe, or infected teeth or gums shortly 
previous to their attack of arthritis. 

These cases did not include the patients 
with gonorrheal arthritis, as we had been 
treating this condition: with vaccines for 
two years previous to this time, but they 
did include practically every other form 
of arthritis. 

As a history of infection, or susceptibil- 
ity to infection, was the most predomi- 


*Read in Section on Medicine, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 


nant possible etiological cause, I decided to 
try a vaccine treatment on the most 
chronic case of arthritis deformans that 
I then had, and one of the worst cases that 
I have ever seen. 

I used a mixed infection stock vaccine 
containing the most common of the pus 
organisms in the following proportions 
and numbers to the cc., a cc. being con- 
sidered a full dose: bacilli colli communis, 
100,000,000; diplococci pneumoniae, 100,- 
000,000; strep. pyogenes, 50,000,000; 
staphly. pyogenes albus, aureus ‘and cit- 
reus in equal numbers to make 500,000,- 
000, a total of 750,000,000 to the cc. 

The history of this case briefly was as 
follows: 


Miss X., age 30. Arthritis deformans of nine 
years’ duration involving both hips, both knees, 
both elbows, both wrists, both ankles and both 
shoulders, also her temporo-mandibular and sev-~ 
eral finger joints. 

She had been at Hot Springs, Ark., for several 
years, had taken as high as sixty grains of as- 
Pirin a day for the pains for weeks at a time and 
had constantly gotten worse. 

More and more joints became involved every 
year until shé was confined to bed, on her back 
with her forearms bent at right angles to her 
upper arms and sticking straight up at her sides. 
She was unable to comb her hair or feed herself 
and could not turn over by herself or lie on her 
side after she was turned. 

Shortly previous to the time I am describing 

she had been victimatized by the then popular fad 
of having the affected joints broken under an 
anesthetic, and she had had both her hip and 
both her knee joints manipulated till the operator 
could touch her abdomen with her knees and her 
buttocks with her heels. 
, Fortunately the continuation of these inquisi- 
tional methods was discontinued to observe the 
results on these four joints, otherwise I would 
have to write about some other case, for the 
treated joints very promptly set and have been 
set ever since. 

She could not sleep, for as soon as she lost 
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consciousness her muscles relaxed and the con- 
sequent movement of a joint caused her to 
awaken with the pain. 

I started this patient on half a full dose of the 
above vaccine, giving her two-thirds of a full dose 
three days later, and a full dose every three days 
thereafter. 

After the third dose of vaccine she dropped 
into a deep sleep that lasted for ten hours and 
the sisters at the St. Joseph’s Infirmary, where 
she was staying, thought I had given her an 
opiate. 

The sleep was due to the fact that the tender- 
ness had left her joints to such an extent that 
when she relaxed the pain was either absent or 
not sufficient to awaken her. 

In four months she was able to write on the 
typewriter and used it to write stories for the 
magazines. She could help herself out of and 
into bed, could feed herself and comb her hair, 
and has been able to do these things ever since. 

For the last three years she has been making 
her living doing artistic painting of various kinds 
and has no hesitancy in taking an order for hun- 
dreds of little individual place cards to be used 
at banquets and parties. 

With the exception of the joints that were 
manipulated she can use every joint in her body 
freely enough to perform the routine movements. 


Summing up this case shows a woman 
who became constantly worse for nine 
years, then with no change in treatment, 
except the addition of vaccines, has con- 
stantly gotten better for the last five years. 

This is the most stubborn case I have 
ever treated and is not given as a shining 
example of what vaccines will do for such 
things, as the treatment here has been too 
long to be practical, but I do think it shows 
the power of vaccines to hold even the 
most stubborn cases of arthritis, which 
are not supposed to be due to an infection, 
in abeyance. 

I started treating several other cases of 
various forms of arthritis with vaccines 
at the same time that I started on Miss 


X., and they all improved much more rap-’ 


idly than she did. And I have never been 
without several cases of arthritis on hand 
in the last five years, and they have all 
gotten vaccines no matter what else was 
done for them. 

I have never given over thirty-nine 
doses of vaccine to any one patient except 
Miss X. I have only had four cases that 
failed to improve under the treatment, 
and I have had a great many remarkable 
recoveries. 

Vaccine is not a popular treatment now 
and was a much less popular treatment 
five years ago. Consequently most of my 
cases have been of a chronic type, as the 


patients are willing to try everything that 
is easy to take, or can be swallowed, be- 
fore they submit to a series of hypoder- 
mics lasting at least a month. 

I became convinced several years ago 
that the infectious part of arthritis was 
caused by two or three predominating 
germs and have consequently simplified 
the vaccine I use until it now consists of 
the following to a cc., a cc. being consid- 
ered a full dose: streptococci pyogenes, 
200,000,000; staphylococci combined, 800,- © 
000,000, and micrococci catarrhalis 100,- 
000,000; and I give this at various inter- 
vals, depending on the susceptibility of the 
patient as shown by the reaction. 

I have had patients who could not take 
over one dose every eight days, but the 
usual interval is three days, with the fol- 
lowing history: 

Patient takes vaccine in afternoon and 
feels unusually well that evening and 
night. Puncture red, hot and tender to 
the touch the next day and patient’s joints 
feel sore. May have a degree of fever. 

Second day no fever, but puncture still 
sore and joints worse. Third day, joints 
better and mark of puncture disappeared, 
or nearly so. 

I want to report one other very chronic 
case treated with the last vaccine men- 
tioned. 

Mr. Y., age 50. Came to Hot Springs Decem- 
ber 10, 19138, with arthritis deformans. Was 
treated by two of the best physicians in Hot 
Springs, but became worse and worse. 

_” finally confined to bed the first week in 

I first saw him on June 15th, when he was on 
his back in bed and could do nothing for himself. 
With the aid of a strap, tied to the foot of his 
bed, he could pull himself to a sitting position, 
but couldn’t feed himself or turn over. 

Shoulders, ankles, knees and wrists involved. 
I gave him vaccine as in the previous case re- 
ported, a full dose every three days, and he 
walked four blocks to my office with nothing but 
a cane on the 15th of September, 1914. 


There had been no change in his treat- 
ment except the use of vaccine, as I could 
not improve on what his previous physi- 
cians had done medicinally and _ hydro- 
therapeutically. 

I do not think that infection causes all 
the arthritis we see, but I do think that 
any joint that has become inflamed 
through any cause is very susceptible to a 
pus infection, and is usually infected un- 
less it is a very acute and brief case. 
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I doubt very much whether 5% of the 
cases of chronic arthritis are uncompli- 
cated by an infection, and while 50% of 
the cases of arthritis we see may not have 
started from a low resistance to certain 
bacteria, the great majority of them will 
improve more rapidly, and more perma- 
nently, if treated with vaccines, no matter 
what the principal etiological factor may 
have been. 

Of course in the last five years it has 
been found that the foci of infection may 
be in innumerable places, such as the gall 
bladder, appendix, fallopian tubes, etc. 
And it has become an established treat- 
ment for a surgeon to drain a pus cavity 
anywhere in the body in the hope of re- 
lieving arthritis. I have seen some beau- 
tiful results from such treatment. 

However, no pus cavity should be 
drained for the relief of arthritis and the 
patient then left to recover as best he 
can. The fact that the patient has a pus 
cavity or an infected focus means that his 
resistance to the specific infection is very 
likely below par, and he should be treated 
with vaccines to overcome this condition. 

It is too soon to give any results, but 
reason and previous experience show us 
that “emetin” is going to be of vast value 
in the treatment of cases of arthritis due 
to infected gums, and infected gums are 
one of the most common causes of this 
condition. 

Gentlemen, I do not wish to leave the 
impression that I think all other forms of 
treatment of arthritis should be aban- 
doned and our sole reliance placed in vac- 
cines, for I do not think that; but I do 
want to bring to your notice the fact that 
vaccines do not interfere with any other 
treatment you may desire to use; and that 
they are absolutely harmless. “I have 
never had a bad result from them and I 
have given over a thousand doses of vari- 
ous kinds this year.” They do not cause 
chills or high fevers, if given properly, 
and the results where they are used are 
usually far superior and more permanent 
than in the cases where they are not used. 

I also want to emphasize the fact that 
by vaccine I mean VACCINE and not se- 
rum or phylacogen, as I do not think the 
two latter suitable for chronic conditions. 


DISCUSSION. 
Dr. Nathan Barlow, Honduras.—I would like to 
call attention to one of the causes of chronic 
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arthritis which has been overlooked quite fre- 
quently. Out of a series of 30 cases which I 
have had, six of them were due to the presence 
of a parasite. In two cases there was a proto- 
zoal parasite, and in one it was due to the uncina- 
ria. They were all relieved by the administration 
of proper anthelmintics. Those cases. that 
showed amebae in the intestinal tract were re- 
lieved by the administration of emetin or ame- 
bacides. In many cases the presence of intes- 
tinal parasites is responsible for chronic arthri- 
tis. 

Dr. J. W. Torbett, Marlin, Tex.—I wish to thank 
Dr. Holland for his paper in bringing out the 
method of vaccine treatment as one of the aids 
in treating chronic arthritis, and especially for 
making reference to the use of mixed polyvalent 
vaccines instead of phylacogen. 

I have tried all the different kinds of vaccines, 
because I have had a large run of the varioug 
forms of arthritis, and a vaccine for the chronic 


‘cases is a successful means of raising the powers 


of resistance of the patients. But the phylacogen 
acts too severely in these cases. That has been 
my experience. Mixed vaccines have often been 
of great help. Of course, as he has stated, the 
source of infection must be looked for; the gums 
and teeth frequently are the sources of infection. 
Emetin in these cases has been of great value, 
and I believe it will be found that emetin has 
some effect in raising the fighting power of the 
system—that is, increasing the anti-bodies. 

Other methods of treatment should not be left 
off. Diet is an important factor and the in- 
crease of elimination and the proper use of hot 
and cold applications to increase capillary circu- 
lation and the powers of resistance are impor- 
tant factors. 

An ingrowing toenail has been found to be a 
source of infection, and frequently rectal fistulae 
with no local soreness are sources of infection. 

In other chronic cases there is no doubt the 
alimentary tract is the source of infection, and 
occasionally intestinal parasites such as strongy- 
loides, but I have never been able to find any 
remedy that would eradicate strongyloides. If 
there is any one here who has a remedy for that 
parasite, I would be glad indeed to have him 
mention it. Strongyloides does not produce in my 
experience arthritis, but they produce diarrhea 
and nervous symptoms, with a general run down 
or anemic condition of the system. 

Dr. James S. McLester, Birmingham, Ala.— 
Recognition of the danger done by focal infec- 
tions represents one of the greatest advances 
which has been made in medicine in many years. 
Dr. Holland’s suggestion that there first occurs 
an injury to the joint, rendering it susceptible to 
infection, does not agree, I believe, with the ordi- 
nary conception of septic arthritis. From a given 
focus infection frequently proceeds to a previ- 
ously healthy joint. 

Recognition of the focus and its eradication is, 
of course, always the first consideration; and, 
until this is accomplished, treatment will avail 
little or nothing. 

We must not lose sight of the fact that a vac- 
cine is like a two-edged sword—it can cut either 
way—and I think as used today in arthritis, vac- 
cines do undoubtedly more harm than good. Vac- 


= 
> 
| 
. 


486 SOUTHERN MEDICAL JOURNAL 


cines made from a culture obtained from the 
original focus will at times accomplish a great 
deal, but I can not condemn too strongly the use 
of stock preparations. It seems to me that the 
mixed polyvalent vaccine which Dr. Holland dis- 
cusses differs but little from the phylacogens 
which he condemns. 

Dr. Louis Leroy, Memphis, Tenn.—The ‘subject 
of focal infection, I think, explains largely the 
number of cases which we find associated with 
intestinal and other parasites of that type. I be- 
lieve the intestinal parasite, the ameba, or larger 
parasites, as well as amebiasis of the gum, serve 
to keep open the focus of infection for bacteria 
to, maintain their existence. Were it not for the 
animal parasite the body, by means of its de- 
fenses, would heal up the local lesion and drive 
the bacteria out, but with the ameba ulceration 
is maintained, the lesion is kept up, and bacteria 
are able to remain there and develop and be ab- 
sobed and spread. In that case, then, when you 
administer in one instance emetin you are merely 
getting rid, not of the thing which produces the 
rheumatic condition or arthritis, but are merely 
shutting the gate against the bacteria which are 
getting in and remaining in and keeping up the 
arthritis. As we see it clinically, practically all 
of our rheumatism is of bacterial origin, not al- 
ways the same, but of some kind of bacteriaf 
origin. These bacteria enter in many ways, as 
through a fissure of the rectum and an infected 
gall bladder, ulcers of a tuberculous nature, syphi- 
litic ulcers; and it makes no difference, as long 
as the ulceration is kept open, the portal of entry 
is kept open for entrance of the bacteria. 

As to the use of phylacogens and mixed vac- 
cines, there is no doubt benefit may accrue to- 
ward healing of the local lesion or the hidden 
focus of infection, and I am inclined to think that 
when we get benefit from phylacogen or from 
an autogenous or stock vaccine, it comes more 
often from the healing of the feeder than the 
healing of the joint. I have seen good results 
from phylacogen when nothing at all else would 
give results. I have seen good results from 
mixed infection vaccine and nothing from phyla- 
cogen in other cases. 

Another small point is that we not infrequently 
with the idea of diet in mind carry starvation too 
far. The very idea of a more generous diet and 
building up of indivdual resistance will give you 
beneficial results where long-continued starva- 
tion in the past has caused emaciation and no 
benefit. 

Dr. E. H. Martin, Hot Springs, Ark.—I believe 
that a majority of the gentlemen who have taken 
part in this discussion have been getting away 
from the paper, which was on arthritis, and Dr. 
Holland explained that he was dealing with what 
is known as arthritis deformans. He did not 
mention subacute arthritis from gonorrhea or 
from the tonsils or anything of that kind. When 
you confine the discussion to arthritis deformans 
you change the plan of treatment and diet from 
those mentioned in the discussion as suitable for 
subacute arthritis. A diet that is suitable for a 
case of subacute arthritis is one that is not suited 
to cases of arthritis deformans. 

One symptom has been mentioned as having 
been found in connection with chronic arthritis 


and that is low blood pressure. Low blood pres- 
sure seems not to be the cause of the trouble, 
but one link in the mode of its causation. There 
is something back of the low blood pressure, and 
in most instances I suspect it to be bowel absorp- 
tion from some cause. The old-fashioned pic- 
ture of “autointoxication” is present in nearly all 
these cases, so that the systolic blood pressure 
drops at times to 95 and as low as 78. It very 
rarely goes up to 100 and the pressure in the 
renal arteries is lower than normal and you have 
insufficient kidney elimination, causing more 
chronic arthritis symptoms and a vicious circle is 
formed. 

I have not found any results from the use of 
the measures mentioned as aiding these cases. I 
have witnessed Dr. Holland’s cases and I must 
say I have seen some good results in his hands 
from the treatment mentioned. I have tried the 
same treatment in my own cases, but did not 
have good results, so I have concluded that I did 
not have the right cases. I have given hundreds. 
of doses of phylacogen intravenously and as many 
as forty doses to one case, with absolutely no re- 
sult. I have used radium, a great deal of radium, 
given gratis by the company that makes it for 
experimental purposes, and I have had abso- 
lutely no results from radium. I have gotten 
some results by assisting elimination and by 
bathing and improving blood pressure by means 
of high frequency to spine and the multiplex over 
the abdomen, and by high colonic flushing, using 
from two to four gallons of water and following 
this up with an enema of quinine solution. 

Another thing that has given great relief in 
some of these cases is faradic gymnastics, fur- 
nishing the patients with an apparatus for build- 
ing up their muscles by artificial exercises and 
gradually overcoming partial ankylosis. This 
exercise brings the patient into a heavy sweat 
and the resulting elimination adds to the efficacy 
of the treatment. 

Dr. A. B. Terrell, Fort Worth, Tex.—If every 
tooth that has been evolved and killed by arti- 
ficial means or by natural necrosis were examined, 
I believe it would be found that from 85 to 90% 
of the teeth would show some form of strepto- 
coccus or other germs, so I think every case of 
this sort should have an X-ray plate made of the 
teeth, especially decayed teeth in the mouth. 

Another point I want to bring out is with ref- 
erence to the vaccine treatment. I do not be- 
lieve polyvalent vaccine or phylacogen is a treat- 
ment from a scientific standpoint. We know 
that bacteria are just like human beings—there 
are no two alike. You take the bacteria found 
in these cases and plant them a few times on 
artificial media, and they change themselves com- 
pletely. They have either an increased,or de- 
creased virulency. I think we give too large 
doses of streptococcic vaccine, and I believe we 
would get better results by giving smaller doses. 

Dr. Estill D. Holland, Hot Springs, Ark. (Clos- 
ing.)—I do not believe there is any danger from 
the use of well-made vaccines, either stock or 
autogenous. I treat eight or nine diseases and a 
great many complications of diseases with vac- 
cines; some in connection with other treatment 
and some with vaccine alone. I use over a thou- 
sand doses of vaccine for arthritis a year, to say 
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nothing of the other kinds. My experience in 
the use of vacines for gonorrheal arthritis and 
acne has extended back seven years, for arthritis 
proper five years, for psoriasis two years, and with 
the other vaccines different periods, and I have 
never seen a complication or a patient in any way 
injured by their use. 

The woman I reported has taken two or three 
hundred doses of vaccine for arthritis, and I had 
one patient take over a hundred doses of acne 
vaccine without any result except that the acne 
was cured and has remained cured for two years 
without any treatment. 

I do not think that there is any danger from 
a well made vaccine, properly given, where the 
diagnosis is correct. 


THE INFLUENCE OF POTASSIUM 
IODIDE ON THE LUETIN TEST.* 


By RANDOLPH LYONS, M.D. 
New Orleans, La. 


_The practical value of the luetin reac- 
tion in the later stages of syphilis has 
been recently summarized by Noguchi’, 
who finds that it gives a higher percent- 
age of positive reactions than the Was- 
sermann test in tertiary, latent and treated 
cases. Similar results have been reported 
by many other investigators. The writer 
has found it especially reliable in cardio- 
vascular renal disease and has for the 
past year adopted the test as a routine 
measure in all patients with suspicious 
histories and negative Wassermanns. 

The simplicity of the test renders it 
most practical of application to the prac- 
titioner, as its performance requires no 
special knowledge of serology or labora- 
tory apparatus. Furthermore, the technic 
of intradermal injections is easily and 
quickly mastered. 

The reaction may be considered specific 
in character in spite of the fact that other 
substances besides luetic virus have been 
reported as giving positive skin reactions 
in syphilitic individuals. In this connec- 
tion it should be borne in mind that 
neither is the Wassermann test specific in 
every sense of the word. 

Up to quite recently the recognition of a 


*Read by Title, Section on Medicine, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Tex., Nov. 8-11, 1915. 


1. Noguchi, “Practical Apvlication of the Lue- 
tin Test,” New York Medical Journal, August 22, 
1914, c., 349. 
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positive luetin reaction presented no diffi- 
culties or pitfalls, as there were no exter- 
nal factors known to influence the test in 
any way. The investigations of Sherrick? 
upon the effect of potassium iodide on the 
luetin reaction have shown that this is 
not the case. In brief, Sherrick finds that 
a positive reaction can be obtained in 99% 
of all cases, irrespective of the presence 
of syphilis by the internal administration 
of potassium iodide (or iodine in any. 
form), either simultaneously or shortly 
before or after the intradermal test. This 
observation has not to my knowledge been 
confirmed up to the present time. If we 
stop to consider how general and common 
is the internal use of iodine in some form, 
the far-reaching importance of this state- 
ment will be better appreciated. As evi- 
dence of this we even find “mixed treat- 
ment” advocated as an activator of the 
luetin test by Stoll and others. Stoll’ 
states that “the luetin test, especially if 
activated by a week of “mixed” treatment, 
is often of more value than the most sensi- 
tive Wassermann in detecting these late 
manifestations of syphilitic infections.” 
In glancing over the literature many in- 
stances of positive reactions will be found 
that may be attributed to the ingestion of 
potassium iodide. Likewise certain anom- 
alous reactions may have been caused by 
this agent. In order to determine for my 
own satisfaction the effects of iodine on 
the luetin test, the following experiments 
were undertaken, which may be divided 
for convenience into two groups. The 
first group consisted of normal, non-luetic 
individuals and the second group of hos- 
pital patients suffering with various ills. 
In this group only six cases will be given 
in detail, although up to the present time 
more than sixteen have been tested with 
similar results. The luetin emploved orig- 
inated from the Rockefeller Institute and 
Noguchi’s technic was faithfully followed. 


First Group 


Case 1—Dr. J. T. C., 24 years. No venereal 


2. Sherrick, J. W., “The Effect of Potassium 
Iodide on the Luetin Reaction,” Journal Ameri- 


‘¢an Medical Association, July 31, 1915, Vol. LXV, 


No. 5, p. 404. 

3. Stoll, H. F., “The Role of Syphilis in Hyper- 
tensive Cardiovascular Disease,” American Jour- 
nal of Medical Science, August, 1915, Vol. Ch, 
No, 2, pp. 178-224. 
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history. Luetin reaction negative. Seven days 
later a second luetin was made and potassium 
iodide, gr. V., t. i. d. begun. The second luetin 
was positive—papular type. The initial luetin re- 
mained negative. 


Case 2—Dr. H. C. L., 24 years. No venereal 
history. Three weeks ago he took potassium 
iodide, gr. X., t. i. d., for a cold for two or three 
days. lLuetin reaction negative. Wassermann 
test negative. Three days later a second luetin 
was performed and potassium iodide, gr. X, t. i. d., 
begun. Second luetin positive—papular_ type. 
First luetin remained negative. 


Case 3—R. C. V., 22 years. No venereal history. 
Luetin reaction negative. Three days later he 
was put on potassium iodide, gr. X, t. i. d., and 
a second luetin performed. This test was posi- 
tive—papular type. The first luetin remained 
negative. 


Case 4—Dr. R. L., 33 years. No venereal his- 
tory. Wassermann negative; luetin negative. 
Five days later he took potassium iodide, gr. XX, 
t. i. d. The luetin reaction made on the next 
day was positive—papular type. The first test 
remained negative. 


Case 5—Dr. J. R., 29 years. No venereal his- 
tory. Wassermann negative; luetin reaction neg- 
ative. Three days later a second luetin was made 
and potassium iodide, gr. X, t. i. d., begun. The 
second luetin was positive—papular type. First 
luetin remained negative. 

Case 6—J. B., 27 years. No venereal history. 
Luetin reaction negative. Five days later he took 
syrup of hydriodic acid, § ss, t. i. d. (about six 
grains of iodine) and a second luetin was made. 
The second luetin was positive—papular_ type. 
The first luetin remained negative. 


Second Group 


Case 1—P. W., 49 years. Suspicious history. 
Aortic insufficiency and renal disease. Wasser- 
mann negative; luetin negative. Four days later 
a second luetin was made and potassium iodide, 
gr. XX, t. i. d., begun on the following day. Sec- 
ond luetin negative. Four days later, while still 
on same dose of potassium iodide, a third luetin 
was performed. This one was positive—pustular 
type. The first two luetins remained negative. 

Case 2—C. D., 54 years. Had gonorrhea, but de- 
nies lues. Mitral insufficiency, arteriosclerosis. 
Wassermann negative; luetin negative. Four 
days later given potassium iodide, gr. XX, t. i. d., 
and a second luetin made. This was positive— 
papular type. The first luetin which had been 
negative became positive on the ninth day—pus- 
tular type. The patient was still on same dose 
of potassium iodide. 

Case 3--M. J., 60 years. Suspicious history. 
Arteriosclerosis and aortic insufficiency. Patient 
was taking potassium iodide before, but not dur- 
ing past month. Wassermann negative; luetin 
negative. Four days later took potassium iodide, 
gr. XX, and a second luetin was made. Reaction 
positive—pustular type. First luetin remained 
negative. 

Case 4—K. W., 31 years. Chancre four months 
ago. Syphilitic eruption present. Took iodides 


up to ten days ago. Wassermann reaction posi- 
tive; luetin negative. Three days later he was 
put on potassium iodide, gr. XX, t. i: d., and a 
second luetin performed. This second test was 
positive—papular type. 


Case 5—I. W., 16 years. Idiocy. Luetin nega- 
tive. Three days later he was put on potassium 
iodide, gr. XX, t. i. d., and a second luetin per- 
formed. Second luetin positive—pustular type. 


-Case 6—W. S., 41 years. Denies lues. Has 
amebic dysentery. Wassermann negative; luetin 
negative. Four days later patient was put on 


potassium iodide, gr. XV, t. i. d., and a second — 


luetin made. Reaction positive—pustular type. 


In the first group we have to deal with 
six healthy individuals with negative ven- 
ereal histories, three of whom had nega- 
tive Wassermann reactions. All six re- 
acted negatively to the first luetin test. 
After intervals of three to seven days 
they were put, with one exception, on 
small doses of potassium iodide (15 to 30 
grains daily) and a second luetin per- 
formed. The administration of the iodide 
was kept up for one to two days only. The 
second test in each instance reacted posi- 
tively. In one case the syrup of hydriodic 
acid was substituted for iodide of potash. 
The reactions in these cases were of the 
papular or nodular type. The most no- 


ticeable feature about these reactions was © 


the promptness with which it made its 
appearance — usually within four to ten 
hours. The height of the reaction was 
reached in twenty to forty hours. The 
papules measured .3 to .7 cm. in diameter 
and were surrounded by a zone of red- 
ness. Some discomfort was often felt for 
several inches up and down the arm from 
the site of the inoculation. The nodular 
type of reaction in this group was appar- 
ently due, as Sherrick believes, to the 
small doses employed and the short time 
of administration of the drug. In the 
next group larger doses of potassium 
iodide were given and continued over a 
longer period of time. Here we find the 
majority of the cases (ten out of sixteen) 
were of the pustular type of reaction. 
Case 2 of this group presented an inter- 
esting condition, illustrating strikingly the 
effect of the duration of the potassium 
iodide administration on the type of reac- 
tion produced. In this instance, the pa- 
tient, who had a mitral insufficiency, re- 
acted negatively to both the Wassermann 
and luetin tests. Four days later he was 
put on gr. XX of potassium iodide three 
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times a day and a second luetin made. 
This reaction was positive, of the nodular 
type. The drug was continued and five 
days later (the ninth day) the first luetin 
injection became positive. This reaction, 
instead of being of the nodular type, was 
pustular. 

Certain points of practical importance 
should be considered here. For instance, 
if an individual has taken potassium iodide 
for some time, how long a period must 
elapse before the test can. be performed 
with any degree of reliability? Sherrick 
states that in one case a reaction was 
obtained three weeks after the iodides 
were discontinued. In my series, case 3 
of group 2 took potassium iodide for sev- 
eral months, but had discontinued it for 
four weeks previous to the luetin test. 
The reaction, however, was _ negative. 
From the data at hand, it is probable that 
one month is a safe limit. The question 
as to how long a period should elapse be- 
tween the injection and the subsequent ad- 
ministration of potassium iodide can not 
be definitely stated, but is not of so much 
practical value. True latent or torpid re- 


actions rarely go beyond ten days or two | 


weeks. Many of the late reactions re- 
ported in the literature were in all prob- 
ability due to the ingestion of potassium 
iodide and should be looked upon with 
suspicion. Sherrick records a case of a 
negative luetin which was made positive 
by the subsequent administration of potas- 
sium iodide about two months afterward. 

Sherrick has also called attention to the 
fact. that other drugs containing iodine 
will cause a positive reaction, thus prov- 
ing that potash is not an essential factor. 
In one of my cases hydriodie acid »pro- 
duced a like effect. According to Sher- 
rick the local use of iodine (externally) 
does not affect the test. The question of how 
small a dose of potassium iodide will in- 
fluence the test is uncertain and varies ac- 
cording to individual susceptibility to the 
drug. <A single does of ten grains failed 
in two cases to make a negative luetin 
positive when the drug was administered 
on the same day. On the other hand, five 
grains of potassium iodide, taken three 
times a day for one day, was productive 
of positive results in case 1 of the first 
grouv. It is not improbable that much 
smaller doses over a longer interval of 
time may cause a positive reaction. In 
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this connection an interesting problem 
has recently presented itself regarding the 
interpretation of a positive luetin reac- 
tion in a man with exophthalmie goiter. 
This individual had a suspicious history 
and a negative Wassermann. He had re- 
ceived no iodide medication. The question 
was whether the positive reaction was due 
to lues or hyperthyroidism. Because of the 
extreme rapidity with whicl the test be- - 
came positive I am rather inclined to fa- 
vor the latter view. The point is now un- 
der investigation. 

The work done thus far goes to show 
that the statistics on positive luetin reac- 
tions will have to be carefully revised. 
This will undoubtedly cause a marked re- 
duction in the percentage of positive re- 
sults, as the test is so very frequently, 
vitiated through the administration of 
potassium iodide. As an illustration of 
this, in looking over at random a large 
number of Charity Hospital records for 
the past vear, IL came across twenty cases 
in which luetins were performed. Of these, 
fourteen were positive and six negative. 
In every instance of a positive reaction 
the patient had received potassium iodide 
for one or more days previously. As re- 
gards the negative cases, not one had re- 
ceived potassium iodide within forty days 
of the test. These facts do not signify 
that the reaction is without value, but 
strongly emphasize the point that certain 
factors inimical to the test must be 
guarded against. 


CONCLUSIONS. 


1. The experiments performed fully 
confirm the observations of Sherrick upon 
the influence of potassium iodide on the 
luetin reaction. 

2. That iodine is the essential factor in 
producing the positive reaction in a non- 
luetic individual is demonstrated by the 
fact that hydriodic acid, thyroid extract 
(Sherrick) and possibly hyperthyroidism 
will produce a similar effect. 

3. When a luetin test is made, it is es- 
sential that no iodine in any form (KIT) 
be taken internally. Furthermore, it is 
important that no iodine should have been 
ingested for an interval of at least three 
weeks previous to the performance of the 
test. 

4. Tornid or late reactions occurring 
after an interval of two weeks are usually 
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due to the ingestion of potassium iodide. 
The reaction may be influenced after an 
interval of two months by the subsequent 
administration of potassium iodide (Sher- 
rick). Anomalous reactions may gen- 
erally be attributed to potassium iodide. 

5. Activation of the luetin test with 
“mixed treatment” vitiates it. 

6. Clinical differentiation between the 
luetin reaction and the “iodine reaction” 
can not be made with any degree of cer- 
tainty. When a positive test develops 
very rapidly an “iodine” reaction may be 
suspected. 

7. The extreme prevalence of the use 
of iodine in some form (potassium 
iodide) will necessitate a critical review 
of the published reports of positive reac- 
tions in order to eliminate the “iodine re- 


’ actions.” This will undoubtedly lower the 


percentage of positive results. 
1428 First Street. 


FOCAL INFECTIONS-— RESULTS OF 
OVERCOMING SAME.* 


By W. C. MAYES, M.D., W. and C. F. WIL- 
SON, M.D. 
Memphis, Texas. 


Chronic focal infections have been the 


subject of many investigations and the 
theme of many writers. ‘The doctrine of 
focal infections and their correlation with 
general systemic diseases is well estab- 
lished. But! that the removal of this focus 
will indirectly aid in the cure of general 
disease is not so well recognized and it 
seems to have been neglected by many in- 
ternists and surgeons. 

The body relieves itself of any infection 
by acquiring at least a temporary immun- 
ity to the infecting agent and, according to 
Vaughn, immunity to any infection is due 
to the inability of the infecting agent to 
grow in the animal body. Rosenow and 
cthers have shown that organisms change 
their morphology in order to grow in other 
tissues than their original habitat, and 
their morphology seems to change their 
pathogenicity. Then it seems reasonable 
that the removal of the original habitat 


*Read in Section on Medicine, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 


or the cure of the focal infection where 
there are metastatic symptoms would at 
least prevent future metastasis. It seems 
that the original infecting agent enters 
the circulation either by local exacerba- 
tion increasing the virulence or by the 
lowering of the body resistance, and this 
‘easily explains many of our old ideas of 
exposure being the forerunner of an at- 
tack of rheumatism. 

It is also well known that certain or- 
ganisms can only live in certain tissues. 
Beck gives six classes of tissue which may 
be the site of focal infections. Many of 
these, as the muscle, liver, spleen, etc., 
are so rarely the harboring tissue that we 
shall dismiss them from present consid- 
eration. There are practically only two 
sources of primary infection for the body, 
the skin and mucous surfaces, and by far 
the major part of these focal infections 
find their habitat in the mucous mem- 
branes and allied tissues. But we do not 
consider the mucous surfaces as portals 
of entry of infection in these cases of meta- 
static disease, but as actually diseased 
themselves and harboring the offending 
organism and constantly subjecting the 
body to the liability of metastasis and the 
absorption of toxic products. Beck esti- 
mates that in one hundred cases of meta- 
static disease the focal infection will be 
found in the tonsil in 40%. We must re- 
member, huwever, that a tissue, as the 
tonsil, may be the seat of local growth of 
organisms and yet not be what is now 
generally understood as a focal infection, 
and this condition of local growth may ex- 
ist indefinitely without any systemic symp- 
toms; when some slight excess, exposure 
cr intervening trivial ailment may upset 
the body balance by lowering its resist- 
ance or increasing the virulence of the 
local infection and allow metastasis to 
take place with all of its varied manifesta- 
tions. In other words, we should limit the 
term focal infection to those cases only 
which show metastasis. 

While the tonsil is the offending tissue 
in 40% of the cases, pvorrhoea alveolaris, 
dental caries and apical abscess are so 
common that an examination of the teeth 
and gums should be made by a competent 
dentist, although the patient persists that 
the teeth and gums are not at fault, and 
they may even look normal to the inexpe- 
rienced internist. Ulrich’s findings show 
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that 68% of all artificially devitalized 
teeth had apical abscesses. The serious- 
ness of these findings lies in the fact that 
on culture 150 out of 500 cases showed 
streptococci either in pure strain or as the 
predominating organism. 

Many effcrts have been made to relieve 
these metastatic infections by autogenous 
vaccines, the use of which made from the 
crganisms found in chronically infected 
focus is both theoretically and actually of 
coubtful value. Rosenow says: “It would 
seem, therefore, that focal infections are 
no longer to be looked upon merely as a 
place of entrance of bacteria, but as a 
rlace where conditions are favorable for 
them to acquire the properties which give 
them a wide range of affinities for various 
structures.” It is probable, however, that 
jn the original focus they acquire the prop- 
erties which give them their varied affini- 
ties, but that they do not change their mor- 
phology and consequently their pathoge- 
nicity, until they acquire their new habi- 
tat. Theoretically, then, better success 
with autogenous vaccines in these cases 
would follow from getting the infecting 
organism from the metastatic lesion. 

It is peculiar that the most prevalent 
form of metastasis from these focal infec- 
tions should manifest itself in articular 
and periarticular diseases. Rheumatism 
and all of the allied rheumatoid conditions, 
chorea, profound anaemias, goiter in some 
cf its forms, asthma, appendicitis, nephri- 
tis, infections of endo-, peri- and myo-car- 
dium, cystitis and meningitis have been 
demonstrated as being due to focal infec- 
tion. The term rheumatism has been 


used like the proverbial cloak of charity - 


to cover a multitude of ignorance. Why 
not term al! joint infections as arthritides 
and add the type as acute, sub-acute, 
chronic, syphilitic, tuberculous, ghonor- 
rheal, etc.? Dr. Painter, of Robert Bright- 
ham Hospital, Boston, Mass., recently di- 
vided arthritis into three forms—the toxic 
group, under which he places all of the 
acute forms, and especially the tynes that 
have been recognized as metastatic, most 
conspicuous and most numerous and 
caused from focal lesions in tonsils, si- 
nuses, otitis media, gastro-intestinal and 
genito-urinary tracts; the hypertropic 
group, those cases due to failure to elim- 
inate waste, a protein intoxication, cases 
which show Heberden’s nodes, a metabolic 
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change; the atropic group, primarily of 
infectious crigin, but has an added feature 
which takes them out of the toxic group, 
probably from the central nervous sys- 
tem. Clinically this may be a good clas~ 
sification, but for the purpose of scientific 
progress it lacks a great deal of explain- 
ing all of our problems. To us all of these 
cases are of the so-called toxic group; the 
problem is to find the toxic agent and re- 
move it. 

A case of arthritis has been shown by 
Van Meter to be due to hookworm with 
the focus in the intestinal canal. Bass, of 
New Orleans, has repeatedly shown the 
original source of metastatic infection to 
be from pyorrhoea alveolaris, the endo- 
meba of Rigg’s disease, and a microscopic 
and radiographic examination of the al- 
veolar processes is often necessary to make 
¢ diagnosis. In fact, practically all of the 
mucous surfaces have been shown to be 
the seat of focal infections. Many of 
these sufferers from metastatic infection 
have been subjected to the efforts of an 
overzealous surgeon in the removal of a 
colon or an entero-colostomy with the view 
cf overcoming an intestinal stasis which 
was looked upon as being the source of 
the trouble. No doubt many cases do come 
from intestinal stasis. Our time is too 
short to enter into a discussion of the 
merits or demerits of these operations, 
but suffice it to say that we would not 
consider onc of these operations as a the- 
rapeutic measure in a case of multiple 
arthritis until every effort had been made 
to find a more evident focus and until every 
other therajeutic agent as diet, hygienic 
surroundings, postural treatments, etc., 
had been given a fair chance and without 
some definite evidence of partial obstruc- 
tion causing the stasis. 

Dr. J. B. Murphy, of Chicago, states 
that he has been teaching “the metastatic 
origin of the multiple arthritides from a 
clinical standpoint for the last twelve 
years,” and basing his theory, his therapy, 
and management chiefly on this hypothe- 
sis. Every one admires the teaching abil- 
ity and kéen insight of this master mind. 
So far, in his writings, we have failed to 
find, even after he admits finding the 
source of the metastatic infection and 
does, say, a hip-joint arthroplasty to 
overcome a permanent disability, where he 
has suggested the removal of the original 
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focus to aid in the cure of the multiple 
arthritis and to prevent reinfection. 

With these premises: 

1. That chronic focal infection is the 
cause of many systemic diseases ; 

2. That certain organisms can grow 
only in certain tissues and not in others 
without a change in morphology ; 

3. That there may be more than one fo- 
cus; 

4. That reinfection from the original 
source has a very important bearing on the 
prognosis ; 

5. That the tonsil represents 40% and 
the upper zir passages probably 85% of 
the chronic foci; 
we decided on the following course: That 
in these diseases we would attempt to find 
definitely the focus and remove it, either 
by removing the offending tissue or by 
curing the chronic infection in the focus; 
that if the focus could not definitely be 
ascertained, we would consider the tonsil 
as the focus if it showed evidence of being 
Ciseased. Often the submerged, slightly 
reddened, not necessarily enlarged tonsil 
is very badly diseased and theoretically 
should be a greater source of danger for 
metastatic infection than the large pro- 
truding tonsil which easily drains exter- 
nally and may be merely a source of me- 
chanical obstruction. We consider sub- 
mergence sufficient grounds for the re- 
moval of a tonsil. In cases where the 
focus could be found but for anatomical 
reasons could not be removed, recognized 
methods for overcoming the infection 
would be carried out. If one chronically 
infected focus were found we looked fur- 
ther for another, recognizing that often 
more than one existed. 

The following brief case histories give 
our results in a few widely varying cases: 


Case 1—Miss L. N., age 16. Seen first, June 
6, 1913. Family history and past history nega: 
tive. Present illness dates back three months, 
during which time she has been confined to bed 


» Ly an acute multiple arthritis. Ankle, elbows and 


at times other joints have been swollen and pain- 
ful. There has been constant elevation of tem- 
perature from 101 to 103° F. Has lost 13 pounds 
in weight. Has had well recognized local and 
systemic treatment. Gives history of mild at- 
tacks of sore throat. Tonsils found to be badly 
diseased and no other focus found. Tonsilectomy 
under ether June 6th. For four days. patient 
said she was no better except that temperature 
had remained lower. During this time there was 
no medication except small doses of sodium bi- 


carbonate. June 11th patient feels better and 
temperature normal. By the fifteenth day she 
was able to walk and had no medication. Soon 
regained her weight and strength and has had no 
recurrence of her arthritis to date. 

Case 4.—Mrs. G., age 46. Seen first, December 
13, 1913. Family history negative and past his- 
tery negative except repeated mild attacks of 
sore throat. When first seen patient was suffer- 
ing intensely from acute multiple arthritis and 
had been in this condition for several weeks, ne- 
cessitating the/mse of opiates. Temperature 101 
to 105° F. Reéognized therapeutic measures were 
vigorously p:shed for about a week with no ap- 
parent improvement. Tonsils submerged and ten- 
der and exuded a cheesy material on pressure. 
No other focus found. Tonsillectomy done under 
lccal anesthesia. At end of five days pain, red- 
ness and swelling had disappeared without any 
medication after removal of tonsils. Complete 
recovery; no recurrence to date. 

Case 3—Mr. M., age 55. Family history and 
past history were unimportant so far as we could 
learn, except that he had been a hard worker 
avd had beer exposed a. great deal. Suffering 
from brenchial asthma of eight months’ duration. 
Came on foliowing attack of “grippe.” Had been 
treated by his family physician and by several 
doctors in Dallas. Sent to our community for 
benefit of climate, but without improvement. 
Fairly well preserved elderly man, but showed 
great respiratory distress and much heart weak- 
ness. Heart sounds could not be distinguished 
on account of asthmatic condition. Examination 
of upper air passages showed that nose was nor- 
mal; some congestion of pharynx, but tonsils 
submerged and red, and when touched by probe 
re would at once have a severe asthmatic attack. 
onsillectomy under ether by patient’s choice. 
Five days afterwards asthma was much relieved, 
but heart symptoms were no better and by the 
end of ten days all asthmatic sounds were prac- 
tically 2leared up, but he still had a severe cough, 
which we attributed to his heart condition. Sent 
him back to lower altitude on account of heart. 
Recent report is that he still has some asthma, 
though not so severe as formerly. Whether this 
is bronchial or cardial asthma, we do not know. 


Case -Mr. P. Seen first on street in a severe 
bron~ asthmatic attack. Coughed almost in- 
cessa.. “ad not worked for fifteen years on 


itsaccoOu... .ad tried every form of therapy and 
climatic change without relief. Treated medici- 
nally for about two weeks. Was a confirmed mor- 
phine habitue. No other focus than submerged, 
red and very atrophic tonsils could be found. 
Tonsillectomy under ether. For five days no 
improvement. At end of ten days his asthmatic 
aitacks had practically ceased and by fifteen days 
he was able to do light work, the first in fifteen 
years. Could do witho +t morphine; slept well 
and gained sapidly in weight and strength. For 
fcur months he did hard we- at the end of 
which time he died from an ov ‘ose of morphine, 
self-administered. 

Case 5.—Mrs. M., age £6. Family and past his- 
tory unimportant. Present illness dated from 
confinement April 29, 1915. Pregnancy and labor 
were normal except for threatened miscarriage at 
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eighth month After three weeks was able to 
get around the house a little. Complained of 
general weikness and indigestion. Haemoglobin 
66%, red count 3,250,000. All recognized forms of 
medication, including fresh air and outdoor exer- 
cise, to build up her haemoglobin and red cells 
were tried, even to numerous injections of sodium 
cacodylate, but without avail. Gave history of 
rsild attacks of sore throat; tonsils showed mod- 
erate enlargement, reddened, painful and exuded 
a cheesy material on pressure. Marked pyor- 
rbhoea. Tonsillectomy June 8th under local an- 
esthetic. Had had teeth cleaned and one dose 
of emetin before operation. Very slow conva- 
lescence and wound healed slowly. Was hardly 
able to eat for two weeks except liquid food. At 
end of month throat had entirely healed and pyor- 
rhnoea much better, but general condition very 
ilttle improved. Septembcr 3d a small hard swell- 
ing appeared on right lower maxilla opposite the 
second molar tooth. Dentist reported apical ab- 
scess, Which he drained. After this she made a 
rapid recovery, and now haemoglobin is 90 and 
she has regained her weight and strength with- 
out any further dedication. 

This case emphasizes the importance of a radio- 
graphic examination of tre maxillary processes. 
Her tonsils were diseased, but were evidently 
not the offending focus, neither was her pyor- 
rhoea, while they probably added their weight 
to the load that finally broke the body balance. 


Case 6.—Mrs. K., age 30. Family and past his- 
tery negative. Seen first five days after an in- 
cumplete abortion of six weeks. Complaining of 
@ severe pai: in right gluteal region, radiating 
down back of leg. It was a definite attack of 
sciatica. Uterine discharge too free and slight 
odor. Temperature 101; no chills or sweats. 
Uterus gently scraped out and packed with an 
alcohol pack.- No microscopic examination made, 
but microscopically there were evidences of re- 
tained secundines. Next day her temperature was 
normal and her sciatic pains were greatly re- 
cuced, although the nerve was very tender down 
to the popliteal space. Five days later all pains 
and tenderness gone and she made an uneventful 
recovery. 

Case 7.—Mr. A., age 34. Family history nega- 
tive except that two sisters died of tuberculosis, 
contracted arter he left hume. Fast h‘c‘ory nega- 
tive except repeated attacks of indis . jon and 
lumbago. These seemed to be rather ly as- 
sociated. No definite stomach djj©4;,, could be 
diagnosed, hut we found a very tender appendix. 
Had never bad a definite attack of appendicitis. 
Suggested its removal as the remedy for his in- 
digestion and lumbago, but he refused. Three 
weeks later he had his first definite acute attack 
of appendicitis and it was removed in first twen- 
ty-four hours. It was not tuberculous, but showed 
evidence of chronic inflammation, long patulous 
and very thick walled, and bound down by nu- 
merous adhesions. hospital eighth day and 
made a rapid ‘g¢overy. Since then he has had 
no recurrence tis indigestion or lumbago. 


Case 8.—Mrs. K. M., age 30. General debility 
of two years’ standing, chronic cough, fever and 
Sweats. No tuberculosis found. Various tonics 
tried without benefit. Referred by Dr. Miller, of 
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Estelline. Diagnosis: Chronic anaemia from badly 
diseased tonsils. These tonsils had been clipped 
in childhood. Tonsillectomy under local anes- 
tuesia Alay 15, 1912. Prompt recovery from op- 
eration and gradual recovery to perfect health, 
with gain of fifteen pounds in three months. 
After four years is still in perfect health. 


Case 9.—Dr. W. W., age 35. Three weeks after 
returning from Europe in September, 1914, he 
developed acute rheumatic fever after a slight 
exposure to cold air while warm. Large doses of 
salicylates hed no effect on course of disease. 
Various joints enlarged, red and painful. Tem- 
perature at times as high as 103. There were 
slight remissions in pain and temperature, but 
never clear. On September 21, 1914, as patient 
had had repeated attacks of mild tonsillitis in the 
right tonsil and as. it was inflamed at this time, 
a removal under local anesthetic was attempted, 
but was only partially successful on account of 
extreme weakness of patient. Disease continued 
its course unabated until October 25th, when pa- 
tient went to Marlin Welis and spent three weeks, 
when he was able to return to work. Still had 
repeatel mild attacks of pain and swelling in 
right wrist. June 25, 1915, fearing a return of 
a severe attack, the old piece and the other tonsil 
were completely removed, since which time he 
has gained 20 pounds in weight and has had no 
further rheumatic symptoms. 

This case and the next one thoroughly empha- 
size the necessity of a thorough removal of the 
focal infection. 

Case 10.—Mrs. M., age 31. Had had repeated 
attacks of rheumatism, which were preceded by 
a sore thro2i. The sore throat. always got bet- 
ter as the rheumatism became more manifest. 
Tonsillectom; done under ether in spite of a 
chronic endocarditis. After operation patient 
still had attacks of rheumatism. Examination of 
throat showed that there was still a tag of ton- 
silar tissue protruding from the old scar. This 
was removed under local anesthetic, and since 
then she has had no further sore throat or rheu- 
miatism. 

Case 11—Miss R. T., age 22. Diagnosis of 
goiter of twc years’ duration. Only slight exoph- 
thalmos. Hac had repeated mild attacks of sore 
turoat and esamination showed enlarged, diseased 
tonsils and jivorrhoea. Tonsillectomy under local 
anesthesia and treatment instituted for pyor- 
rhoea. Five months later no change in size of 
goiter 1nd patient not fceling any better. 

Case 12.—Miss B. N., age 42. Patient believed 
herself tuberculous. Anaemia, chronic cough, daily 
temperature of 100. No tuberculosis found. Ex- 
amination showed diseased tonsils end pyor- 
rhoea. Tonsillectomy under local anesthetic. 
Patient much excited and four hours afterwards 
suffered severe collapse with pulse 140 and res- 
piration 40. Gradually improved until the tenth 
day, when she was able to car ride. At present 
(six months afterward) is well and at work with 
decided gain in weight and strength. This pa- 
tient had a fair sized goiter, which has entirely 
disappeared. 


From our limited experience we have 
reached the following conclusions: 
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1. That many diseases the etiology of 
which has been obscure are undoubtedly 
due to metastasis or absorption of toxins 
from a primary focal infection. 


2. We do not believe that we have done 


our whole duty to a patient by simply 
treating the results of a metastatic infec- 
tion or the symptoms of toxic absorption. 

3. It is absolutely essential to remove 
the primary focus when possible or at 
least overcome the infection in same in 
crder to conserve the best body economy. 

4. That in the diseases due to focal in- 
fection, if a cure is not affected by the 
removal of a diseased focus or if further 
metastasis occur, that the focus removed 
was not the causative or only causative 


focus, and a further search must be made. 


with a view to its removal or cure. 

5. That if the focus can not be removed 
or the infection in same controlled from 
anatomical reasons, often the removal of 
a diseased tonsil, draining an apical dental 
abscess or accessory nasal sinuses will al- 
low the body economy so to recuperate that 
a cure will occur in the original offending 
focus. 

6. That an innocent appearing tonsil 
may be the focus and that the search for 
the offending focus is not comnvlete with- 
out exhausting every aid the laboratory, 
a and our own diagnostic ability af- 

ord. 


DISCUSSION. 


Dr. J. W. Torbett, Mariin Texas.—I enjoyed the 
paper very much because it brought out all the 
different methods of infection so frequently the 
cause of so-called rheumatism. 


Thirteen years ago I published an article in 
the American Journal of Termatology and Genito- 
Urinary Diseases, in St. Louis, recounting ten 
cases of arthritis due to a urethral stricture or a 
contracted meatus, all of which were relieved 
promptly by the drainage of that mucous mem- 
brane. Jn that article I stated that I believed 
almost all cases of rheumatism, and many cases 
of nervous troubles, were due to four things: 
First, uadue retention of the mucus and other 
secretions in some mucous membrane of the 
body, somewhere between the nose, throat and the 
rectum, also including the genito-urinary tract; 
second, bacterial fermentation; third, irritation 
producé’] by this fermentation; and, fourth, the 
absorption o: toxins from hacteria, or the bacteria 
tuemsel ves. 

The treatinent, of course, in all these cases— 
trese nervous and rheumatic cases—was divided 
under four heads: First, drainage of the mucous 
membrane where the ‘ocal infection occurred. 
If the focal infection could be found, it might be 


in the teeth; it frequently is in the tonsils; it 
often is in the genito-urinary tracts, as pointed 
out in the cases of stricture. Second, healing of 
the mucous membrane which is irritated; and, 
third, elimination of the toxins and bacteria, espe- 
cially toxins that are in the system already ab- 
scrbed, whieh can be done by eliminating medi- 
cines, baths, sweating, etc. Fourth, raising the 
powers of resistance by means of tonics, such as 
arsenic, syrur of iodid of iron, which increases 
the number and power of the leucocytes, and vac- 
cines in the chronic cases. 

In the acute cases the system has more than it 
can handle. Toxins and tacteria are present in 
the acute conditions att2nded with high fever, 
and hence vaccines are not indicated. I have 
had several hundred cases in which removal of 
the tonsils was the cause of the cure. 

One important point brought out is that bron- 
chial asthma and various nervous troubles, as 
well as arthritis, may be due to focal infection. 

During the past summer we had one case which 
resembied very much Jacksonian epilepsy; it 
was prubably a form of chorea confined to one 
side, but the attacks came on very much like 
Jacksonian epilepsy. The symptoms were re- 
lieved by a tonsillectomy. The trouble in the 
past has been that tonsillectomy has been per- 
formed imperfectly . If yeu are going to remove 
tke tonsils te sure you remove them absolutely, 
taking cut the capsule, and you will get results. 

X-ray examination of tne teeth is a very impor- 
tant thing where you can not find the source of 
ixfection elsewhere. It may show a blind abscess 
at the roots. I am doubtful in the chrenic cases, 
however. ab ut a larger percentage of them being 
due to the tonsils or to the teeth. I think from 
40% to 50% of the cases are due to the aliment- 
ary tract or to an uncured fistula, and hence ex- 
aminations from the teeth to the toes will be 
absolutely necessary, because sometimes an in- 
growing toe nail may be the source cf the in- 
fection. 

Dr. J. M. Meason, Rio Vista, Texas.—I would 
like to ask Dr. Mayes, if I understand him cor- 
rectly, a question. I understood him to say it 
was impractical to give an autogenous vaccine 
in cases where we can not remove the foci. If 
that statement is correct, I want to take issue 
with him on that ground. If we understand the 
scientific mede of operation of autogenous the- 
rapy, it simply means a building up of the vital 
forces of the body. If we are going to attack an 
army behind the fort, it does not make any dif- 
ference whether we awe them with numbers or 
big guns large enough to oust them by mere 
force, but it is the force we need, not the num- 
bers, and if the force is sufficient to do this 
work, and can be concentrated, it amounts to the 
same thing as a great quantity, and the auto- 
genous vaccines in the hidden cases ought to 
prove our main standby at present with our the- 
rapeutic understanding of fighting disease. 

Dr. A. L. Levin. Harvey, La.—I wish to lay 
stress on one point. The doctor who preceded me 
mentioned the teeth as being the focus or foci 
of infection. Personally, I am very much inter- 
ested in gastro-intestinal diseases, and at the 
Souro infirmary I have seen a large number of 
cases of the type that we call chronic gastric ca- 
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terrh, or chronic gastritis, where the history does 
not show alcohol to be the cause, or the excessive 
use of tobacco or anything else. We should not 
overlook the fact that badly decayed teeth or 
Riggs’ disease is very often a factor in causing 
chronic gastric catarrh. I know a large number 
of practitioners overlook that source of trouble 
very ofzen. We see cases in the clinic sent by 
other physicians where medicines have failed to 
cc any good It stands to reason that a mouth 
laden with infection, pus and micro-organisms 
being constantly mixed up with the food and 
swallowed in such large numbers, the gastric 
juice or hydrochloric acid is not strong enough 
to destroy the infection, therefore it constantly 
goes down to the stomach in large quantities and 
numbers. Very often, instead of rushing such a 
patient with a prescription to a drug store, I send 
him bavk to the dentist and the result is simply 
wonderfnl, tecause do not forget that whenever 
ycu have stch an infection going down to the 
stomach and the gastric juice is not-able to take 
care of it, ycu will have an excess of mucus as 
a result of the irritation produced, neutralizing 
t. a great extent the hydrochloric acid, and as a 
result of it we usually have a low acidity with a 
long train of symptoms. 

Dr. W. C. Mayes, Memphis, Texas. (Closing.)— 
I would like to answer the question in regard to 
the use of vaccines. We do advocate the use of 
therapeutic measures that are recognized, but 
we say that an autogenous vaccine should be 
made from the metastatic focus rather than from 
the original chronic focus, because the organism 
cnanges its n-orphology when it changes its hab- 
itat. Tueoretically, a vaccine made from the 
metastatic focus would he better. 

Dr. W. F. Wilson, Memphis, Texas.—I was glad 
to co-operate with Dr. Mayes in getting up this 
paper, and I thank the gentlemen very kindly for 
tiieir discussion, and it was my hope that it would 
be criticised more, because it is knowledge we 
want. This subject has been one of interest to 
me for two and a half years. To resume, I wish 
to name two cases. One and 2 were my indi- 
vidual cases. and they were severe ones of acute 
arthritis. At that time, I do not know who, but 
some one recommended the operative treatment 
for articular rheumatism,‘and one of my cases 
presented itself to me so forcibly that I had the 
tonsils removed, and, as the paper says, we used 
no medication. That was intentional. These two 
cases were intentionally left without medicine, 
and the recovery was so rapid as to be a sur- 
prise. 

Case No. 7, the one following an abortion, was 
very interesting and unusual. That case cleared 
up by light curettement and packing of the uterus 
with an alcohol pack. ‘!n twenty-four hours the 
pain was gore and the screness of the nerve in- 
volved was less. 

Cases 8, 9 and 10 illustrate in a very forcible 
way the necessity of the complete removal of the 
offending body, or the source of infection. Un- 
less it 1s completely done, it had better not be 
done at all. 

As for the man who ‘takes a tonsillotome and 
clips off the end.of the tonsil, I do not know what 
ought to be done with him. Such cases are harder 
tv operate or than any other class. If we will 


take these cases of arthritis early, find the source 
of infection and remove it. or treat it, the result 
will be, we will prevent our chronic arthritis de- 
formans. Thirty years from now you will never 
hear about arthritis deformans except as an 
historical thing, if these cases are taken early 
and treated in this way at the start. The num- 
ber of heart troubles, myocarditis, pericarditis, 
and the valvular lesions of the heart, sudden 
deaths from heart disease, will gradually dimin- 
ish and we will not in twenty years from now 
have such cases. Twice in my professional expe- 
rience I could definitely trace a mitral heart le- 
sion to a case of rheumatism in childhood in both 
instances. They were sc far gone when I saw 
them I coul-i not do anything for them and they 
bcth died. They had the typical tonsil Dr. Mayes 
spoke ayout in our paper. If the tonsils had been 
removed early, I believe they would have been 
useful members of society today. 


PSYCHOSES ASSOCIATED WITH 
PELLAGRA.* 


By Wm. C. SANDY, M.D. 
Medical Director State Hospital for Insane, 
Columbia, S. C. 


The care and treatment of the pellagrin 
constitutes one of the most difficult and 
discouraging probiems connected with 
South Carolina psychiatric work. Not 
cnly does pellagra increase greatly the 
death rate of the State Hospital, but its 
association so frequently with the various 
forms of psychoses inakes it more difficult 
than usual to reach a diagnosis and prog- 
nosis in the individual case, and modifies 
the course of otherwise apparently typi- 
cal mental disorders. It is not sufficient, 
moreover, to use the term “pellagrous in- 
sanity” in designating the mental disor- 
ders associated with pellagra, for the man- 
ifestations are manifold and the associa- 
tion may even be merely incidental. 

In the few months during which the 
writer has been connected with the South 
Carolina State Hospital, a classification 
closely allied to the New York formulation 
has been adhered to. Owing to the fact, 
however, that pellagra frequently radi- 
cally modifies or obscures what is appar- 
ently an otherwise common clinical pic- 
ture, it has been deemed advisable for 
statistical purposes to separate the psy- 


*Read at ‘the meeting of the National Associa- 
tion for the Study of Pellagra, Columbia, S. C., 
October 22, 1915. 
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choses associated with pellagra from those 
cf other etiology. 

It is the purpose of this paper to give 
« resume of the experience at this hospital, 
describing briefly the clinical types of 
psychoses associated with pellagra as ob- 
served during the past few months. 

At the very onset it must be acknowl- 
edged that frequently, if not always, the 
clinical manifescatiuns of a psychosis are 
the peculiar and characteristic reactions 
of each individual affected by the etiolog- 
ical facter. That is to say, given the eti- 
ology, the clinical symptoms will depend 
upon the type of individual affected and 
will vary accordingly. For example, there 
are certain individuals who are subject 
to abnormal mood fluctuations or emo- 
tional swings, being at times more elated, 
at other times more depressed than is nor- 
mal for them. On the other hand, there 
are quiet, reserved, suspicious, seclusive 
persons, who give rise to what is known 
as the shut-in personality. Such types 
are often the victims of dementia-prae- 
cox-like reactions, developing it may be a 
trend of persecutory ideas. So, it is seen, 
the exact type of ‘psychosis does not al- 
ways bear a specific relation to the etio- 
logical factor, but rather may be an ex- 
aggeration of a more or less common 
mood swing, natural disposition or con- 
stitutional make-up. 

Bearing this in mind and remembering 
that the cause and mode of action of pel- 
lagra are still Jargely a matter for inves- 
tigation, a discussion of the types of psy- 
choses will be entered upon. 

One of the most common psychoses as- 
sociated with pellagra, according to the 
experience here, occurring 28 times in 100 
cases, is the infective exhaustive psycho- 
sis. The attention must be called to the 
act that this does not mean that the in- 
fection theory as to the etiology of pella- 
gra is necessarily favored. The term 
“infective exhaustive” is simply applied 
to psychoses which are analagous to or 
symptomatically resemble certain infec- 
tious conditions. The so-called “typhoid 
state”’-may well describe the clinical ap- 
pearance of many of such cases of pel- 
lagra. The infective exhaustive psychosis 
is most often characterized by more or 
less marked delirium, being accompanied 
by some confusion and disorientation, 
there frequently being also hallucinations 


accompanied by more or less agitation 
and restlessness. Physically, besides well 
marked symptoms of pellagra, there are 
present more or less severe evidences of 
exhaustion, loss of weight, emaciation, 
fever, sordes, anorexia and typhoid facies. 
Such cases commonly reach the hospital 
in a critical or moribund condition and 
the prognosis is frequently bad. A num- 
ber of the less severe cases, however, re- 
cover after sevcral weeks’ treatment, a 


clearing up of the mental symptoms being — 


synchronous with improvement physical- 
ly: The development of marked nervous 
symptoms of the type of central neuritis 
or cerebral irritation such as drawing back 
of the head, jacitations and tremors of 
the hands, usually means an unfavorable 
termination. 

According to the present series of cases, 
the straight manic depressive group is not 
so frequently represented among pella- 
grins, occurring 16 times in 100 cases. 
It will be apropos here to recall briefly 
the prominent features of this group. The 
old classification of mania and melancho- 
lia is included in the manic depressive 
group, which is characterized by a mood 
swing, either a marked elation, excitement 
and over-activity in the manic phase, a 
slowing down, d2pression and retardation 
in the depressed phase or a mixture of 
tiiese symptoms in the so-called mixed 
phase, with the intellectual field usually 
undisturbed. As already pointed out, it 
is practically an exaggeration of a normal 
tendency in the individual to be too san- 
guine or too depressed and consists in a 
reaction to some etiological factor. The 
manic phase in pellagrins is less often 
seen than the cepressed. It is true that 
manic features are frequently seen in the 
infective exhaustive psychosis and are 
recognized by such symptoms as flight of 
ideas, exhilaration, distractibility and 
psychomotor unrest. In the infective ex- 
haustive cases, however, such features are 
temporary and are accomnanied by more 
or less confusion and delirium. On the 
other hand, the depressed phase is rather 
frequently met with and is characterized 
by depression, retardation of speech and 
action and dearth of ideas. 

It is typical of the manic, devressive 
grouv for patients to have considerable 
insight, and ordinarily the prognosis is 
best of all psychoses for recovery from the 
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current attack, with a strong probability, 
however, of future attacks. When manic 
depressive insanity is associated with pel- 
lagra the prognosis is problematical. Pa- 
tients often fail rapidly, develop symp- 
toms of the infective exhaustive psychosis 
and central neuritis, with a fatal outcome. 

_~ Related to the depressed form of the 
‘ manic depressive psychosis, but being 
‘ more a borderline condition, are the so- 
called symptomatic depressions. There 
were four such cases in the present series 
of 100. It has been the experience that 
certain chronic diseases, such as_ heart 
disease or malignant diseases, are often 
accompanied by a depression which must 
be considered as symptomatic of the dis- 
ease. This depression is not so intense 
as one expects in manic depressive cases 
and lacks many. if not all, the classical 
symptoms. Besides, there is a marked 
physical basis for sadness and worry. Oc- 
casionally a peilagrin will be seen with 
more or less insight into the significance 
of his trouble and who is depressed over 
the outlook for tie future and his present 
situation. Such cases may be termed 
symptomatic depressions. It is often a 
question as to whether they should be re- 

ded as insane. 

Dementia praecox was the mental diag- 
nosis in 14 of the 100 cases.) Dementia 
praecox and allicd conditions develop usu- 
ally in individuals with peculiar person- 
elities, people who are seclusive, unsocial, 
suspicious and the like. Such cases are 
characterized most often by delusions of 
persecution and ideas of reference, fre- 
auently accompanied by hallucinations of 
various kinds. A number of cases are 
from time to time placed in the so-called 
group allied to dementia praecox, the 
term “allied to” being used because of the 
presence of some atypical feature such as 
the onset of the psychosis being late in 
life, the characteristic time of dementia 
praecox to appear being in early adult 
life. The prognosis for recovery in the 
dementia praecox cases from a mental 
standpoint is uniformly bad, although 
cases often imwvrove sufficiently to leave 
the hospital. The pellagra element often 
seems to he incidental, or at times it ap- 
pears to be an exciting cause, aggravat- 
ing what might otherwise be a latent con- 
dition. 

Several cases have been observed in 
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which appeared the characteristic clinical 
symptoms of general paralysis of the in- 
sane. The onsct occurring around mid- 
dle life, such physical signs as absent or 
sluggish pupillary reflex to light, speech 
and writing defect, swaying in Romberg 
position, altere deep reflexes, together 
with disorientation, memory defects and 
other evidence of deterioration, all serve 
to make the picture one of paresis. The 
laboratory findings, always so important 
as diagnostic aids and confirmatory evi- 
cence in general paralysis, were entirely 
absent, the Wassermann of the blood and 
spinal fluid being negative and there be- 
ing no pleocytosis of the spinal fluid. Such 
cases commonly die in the end stages of 
an infective exhaustive condition with 
marked symptoms of central neuritis. 

One case on admission did not present 
either in the histcry or clinically the symp- 
toms of pellagra, and it was not until two 
months had elapsed following admission 
that well recognized pellagrous symptoms 
developed. Enough evidence as to other 
etiology had been ascertained to account 
easily for her condition as it appeared 
during the early weeks of her hospital 
residence. She had been a morphine hab- 
itue and her symptoms pointed to Korsa- 
koff’s psychosi3, polyneuritic delirium, 
the possibility of general paralysis also 
being considered. Her mental symptoms 
were disoricntation, confusion, memory 
and retention defects, marked tendency to 
fabrication and _ pseudo - reminiscences, 
hallucinations accompanied at times by 
marked fear reactions. Physically, she 
showed sluggish pupils, absent deep re- 
flexes, pain upon pressure of nerve trunks 
and museles and some speech defect. She 
did not eat well and she became gradually 
weaker, losing weight. One day there ap- 
peared a peculiar dark reddish discolora- 
tion on the back of the hands, principally 
over the finger joints, and soon the ac- 
companying symptoms of sore mouth, red 
tongue, burning sensation in the stomach 
and diarrhoea, demonstrated the fact that 
she was a pellazriu. She failed rapidly 
and died after three and a half months’ 
residence in the hospital. 

Several cases of senile psychosis, con- 
fusion and simple deterioration, what is 
commonly designated senile dementia, 
‘were observed, which had quite marke 
physical signs of pellagra. There were 
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(15 in the 100 cases under consideration. 

Several of these 1esponded readily to treat- 
ment so far as the pellagra was concerned, 
the symptoms disappearing, leaving the 
senile condition. It was difficult to say 
what relation, if any, there was between 
the psychosis and the pellagra, the latter 
perhaps aggravating a condition which 
may have been largely, if not entirely, 
due to senility. 

an Fourteen of the series of 100 cases were 

/ left unclassified, it being impossible to ar- 


\rive at a satisfactory diagnosis, owing | 
either to the lack of a good anamnesis or / 


to the presence of unusual or atypical 
symptoms. Some of these cases seemed 
to represent the slowed-down or simple 
deteriorated typ2 spoken of by some writ- 
ers; others resembled more a neurasthenic 
condition; still others the general pa- 
ralysis. One case, a woman aged 35, 
white, with a marked pellagrous eruption 
on hands, face aid feet, had a partial left 
hemiplegia upon admission which almost 
disappeared after two and a half months’ 
residence, when she was paroled. Was- 
sermann blood serum reaction was nega- 
tive. 

Of the remaining number, three were 
epileptic imbeci!es or idiots, three cases 
of constitutional inferiority with episodes 
of some kind and three were not insane. 
In the month preceding those in which 
cases under consideration were admitted, 
a case of hysteria and also one of chorea 
associated with peliagra were under treat- 
ment. The latter was so severe that she 
died the day after admission to this hos- 
pital. 

In conclusion, in the one hundred cases 
considered, the infective exhaustive psy- 
chosis was the most frequently appearing, 
cecurring twenty eight times. The prog- 
nosis is often grave, especially when symp- 
| toms of cerebral irritation or central neu- 
ritis develop. 
| The next most frequently seen psycho- 
sis was manic depressive insanity, the de- 
| pressed type being more common than 
the manic. 

In this series, the senile psychosis ap- 
| peared fifteen times. dementia praecox or 
| allied conditions fourteen times, and four- 


_ teen cases were left unclassified. 


_Pseudo-psretic conditions occur, to be 
\giterentiate from general paralysis by 


the laboratory findings in respect to the | 


blood and spinal fluid. 

It is important to realize that the pres- 
ence of pellagra in any case is apt to mod- 
ify not oniv the course and clinical pic- 
ture, but to alter seriously the prognosis. 
Hence the importance for constant prog- 
nostic conservatism. 


tELATION OF PELLAGRA TO NU- 
TRITION. 


By MARy O’MALLEY, M.D. 
\ Senior Assistant Physician, Government 
Hospital for the Insane, 


Washington, D. C. 


The etiological factor in pellagra has 
given rise to much discussion. Numer- 
ous experiments have been made and 
much research work has been done in the 
effort to prove the different hypotheses 
offered by the many students of the sub- 
ject with the result that, at the present 
time, there is little unanimity of opinion 
as to the etiology of pellagra and the real 
cause of the disease still remains obscure. 
The following theories have found sup- 
ports: The zeist, the protozoal, the min- 
eral acidosis, the toxic-infection and the 
deficiency diet. There seems, however, to 
be almost universal assent to the opinion 
that there is a definite relation between 
the disease and nutrition, and the above 
last mentioned hypothesis, that the dis- 
ease is due to an unbalanced diet, or to a 
deficiency in some of the essential ele- 
ments thereof, has made many converts. 
This is especially true in America, where 
so much valuable work in the study of 
pellagra has been done by Dr. Goldberger 
and his co-workers under the direction of 
the United States Public Health Service 
in the experiment stations in Mississippi 
and Georgia. 

One of the arguments advanced in favor 
f the extraneous diet deficiency is its in- 
cidence in poverty-stricken localities, pub- 
lic institutions and, more especially, in 
psychiatric hosvitals. This argument 
searcely proves the point at issue, for pel- 
lagra has existed for only a short period 
in this country, or at least it was first 
recognized only about twenty years ago, 
there has always been more or less 
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Sesides this disease has appeared in hos- 
pitals for mental diseases only within a 
very recent period, though it is no more 
difficult to control the diet of the average 
patient now than it was a quarter of a 
century ago. This particular class of in- 
dividuals has been segregated in institu- 
tions for generations; they have had the 
same life’s failure of adaptation, the same 
delusional systems have controlled their 
behavior, and they have had the sie 
disturbances of metabolism in the bodjl 
organism. 

However conflicting in some particular 
points the etiological solutions may be, 
the clinical picture occurring: in pellagra 
should receive proper evaluation, and this 
clinical picture in severe cases of the dis- 
ease is one of a toxic infection and is sim- 
ilar to that in such diseases as typhoid 
fever with an involvement of the nervous 
system; in some cases it simulates paresis. 
and again it has even been likened to the 
toxic reaction produced by the use of alco- 
hol with its accompanying _polyneuritis, 
etc. Delirium may or may not appear in 
a pellagrin in the course of the disease, 
and in this connection two forms of men- 
tal reaction have been observed in psy- 
chiatric hospitals as follows: Pellagra 
may be associated with any of the various 
phychoses without changing the symp- 
toms complex or apparently influencing 
the original mental picture; or, on the 
other hand, it may be a causative factor 
producing a toxic psychosis. It is only in 
these latter cases, in which the infection 
is of so virulent a nature that the nervous 
system is involved as a result of the tox- 
emia, that the psvchotic manifestations 
are in evidence. On the whole, the clin- 
ical manifestations of pellagra, be it in- 
fectious or otherwise, appear to be anal. 
ogous to the manifestations in the syphi- 
litic infection. In only a small percentage 
of mental cases with syphilitic infection 
is there an involvement of the nervous 
system producing a psychosis. Both pel. 
lagra and syphilis may occur in a case 
of dementia praecox without apparently 
altering the mental syndrome. 

_ Notwithstanding this evidence, which 
is anparently contradictory of deficiency 
as the sole causative factor of this dis- 
ease, a relationship of nutrition to pella- 
gra has been established, yet a pellagra- 


poverty present in many communities. 


producing or pellagra-preventing food ele- 
ment has not been discovered and the 
weight of evidence today seems to be in 
favor of the idea that the deficiency diet 
is only an important predisposing factor 
in the causation of the disease. 

In the cases admitted with pellagra and 
in those in which the disease made its ap- 
pearance in the Government Hospital for 
the Insane it was possible to trace a his- 
tory of irregularities in diet, and these 
irregularities were controlled to a large 
extent by the delusional systems of the in- 
dividual patients. Some of these cases 
had a selective attitude toward their food, 
others required forced feeding, and in 
all cases the diet had its influence on the 
occurrence, recurrence and disappearance 
of the disease. 

The diet of the Government Hospital 
tor the Insane is extremely liberal, the 
food combinations receiving much atten- 
tion so that the quantitative and qualita- 
tive distribution of the food elements 
forms a high nutritional value. Investi- 
gations of the food conditions in this hos- 
pital were made in 1903 and 1904 by the 
United States Department of Agriculture 
and a bulletin was issued of the results. 
(Bulletin No. 50, Dietary Studies at the 
Government Hospital for the Insane, by 
H. A. Pratt and R. D. Milner.) This 
study of the dietary made it possible to 
suggest improvements from which the 
hospital has profited, with the consequence 
that the diet today is even better than it 
was at that period. In the cases of pella- 
gra here referred to, enforcement of the 
diet of the Hospital has prevented sea- 
sonal recurrences of the disease. 

Twelve cases of pellagra occurring in 
women have recently been reported in an 
article by the writer* in which the rela- 
tion existing between pellagra and the 
psychoses is dealt with, and reference is 
also made to the food factor in connection 


with the disease. The clinical observa- | 


tions in these cases brought out the fact 
of a relation between pellagra and nutri 
tion and showed further that the disease 
can be controlled in some degree by a well 
regulated diet. But the histories of ir- 
regularities in diet in the cases here ex- 


*Report of Twelve Cases of Pellagra and Its 
Relation to Mental Disease, Interstate Medical 
Journal, by Mary O’Malley, M.D. 
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amined do not seem sufficiently to account 
for the development of the pellagra in the 
hospital, and the conclusion seems justi- 
fied that further observation and correla- 
tion of data with the greatest scientific 
circumspection is necessary before the 
—" can be considered as fully eluci- 
ated. 


AUTHORS’ ABSTRACTS 


Functional and Organic Differentia in Nervous 
Diseases as Shown by Cases. By Tom A. Wil- 
liams, Washington, D. C. Paper read at the last 
meeting of the New York State Medical As- 
sociation, Saratoga Springs, N. Y. 


A new nervous symptom in a neurotic patient 
should never be attributed to his neuroticism. It 
should be first thoroughly observed and analyzed, 
for it may be an index of organic disease. For 
instance: a nervous man who had been drinking 
was sent me on account of a tremor which had been 
treated for three months by hydrotherapy with- 
out benefit. Proper examination showed it was 
not a neurotic tremor at all, and that there was 
dysergia; impairment of speech, exaggerated re- 
flexes, impaired pupils and diminished deep pain 
sense. Syphilis was diagnosed, confirmed by ex- 
amination of spinal fluid. 

In another case, in spite of negative laboratory 
findings, a diagnosis of insular sclerosis was re- 
jected because of the absence in a grave case of 
all three important differentia—nvstagmus, Ba- 
binski sign and white papilla. 

Again, a diagnosis of psychasthenia by the 
family physician because of the fear of going out 
was rejected because there were absent such 
necessary differentia as obsession, monomania, 
anxiety, compulsive movement, scrupulosity and 
sense of incompleteness; and the examination 
then showed the condition to be a vasomotor one. 

It is by psychological criteria that torticollis, 
facial grimace or other tic is differentiated from 
spasm due to irritation of a reflex arc, as well as 
by the fact that the muscles involved are not in- 
nervated by a single nerve arc. 

No neurotic condition should be diagnosed by 
exclusion; it is only by finding positive stigmata 
that one has a right to diagnose it. 


AUTHORS’ ABSTRACTS 
Tropical Diseases and Public Health 
(Continued from Page 511) 


Anopheles Punctipennis, a Host of Tertian Mala- 
ria. By W. V. King, Bureau of Entomology, 
U. S. Department of Agriculture. Am. Journ. 
Trop. Dis. and Prev. Med., fii, 426-432. 


Anopheles punctipennis, one of the wide-spread 
and abundant species of this genus in the United 


States, had not previously been proven to be an 
agent in the transmission of malaria and the tend- 
ency had been toward its elimination from consid- 
eration in anti-malarial measures. As a result of 
experiments conducted by the author in New Or- 
leans, La., during November and December, 1915, 
this species was found to be readily susceptible 
to infection with the parasite of tertian malaria. 
Out of seven specimens fed on two suitable cases 
of this form of the disease, six showed typical de- 
velopment stages in the sexual cycle and in two 
specimens, which had been kept the proper length « 
of time, for the completion of the cycle, the saliv- 
ary glands of the insects were found to contain 
sporozoites,—the form of the parasite in which 
inoculation of man takes place. 

In a foot note the statement is made that, since 
the paper was written, successful infections had 
also been obtained in specimens of A. punctipen- 
nis fed on blood containing the crescents or 
gametes of estivo-autumnal malaria. 


The Relation of the Practicing Physician to the 
Public Health Administration. By John W. 
Trask, U. S. P. H. S. Journal of the Tennessee 
State Medical Association, June, 1915, pp. 77-80. 


The work of a health department is the control 
of preventable diseases, a thing that is possible 
only when the department knows when, where, 
and under what conditions cases of these diseases 
are occurring. This knowledge, which is funda- 
mentally necessary to local, state, and national 
health authorities, can be obtained only through 
the prompt reporting of cases by practicing physi- 
cians. The physicians of a community, therefore, 
constitute an essential part of the health depart- 
ment. Their co-operation being necessary to the 
control of preventable diseases, they have it en- 
tirely within their power to make the efforts of 
the health department successful or to render its 
success impossible. So dependent is the welfare 
of the community upon the performance of this 
function by the medical practitioner and so 
fraught with possible injury to all in his failure to 
perform this function that it may be expected as 
a certainty that intelligent communities of the 
future will insist upon its rigid performance, and 
the manner in which the medical profession per- 
forms its duties in this regard will determine its 
relation to the community. 


The practicing physician who fails to report a 
case of a communicable disease thereby endan- . 
gers the common welfare, exposes others to the 
danger of infection, and indicates by his actions 
that he is opposed to the principle of the control 
of disease and the protection of the community. 
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TROPICAL DISEASES AND PUBLIC 
HEALTH 


SOME OBSERVATIONS ON THE BET- 
TER BABIES MOVEMENT.* 


By B. L. ARMs, M.D. 
Laboratory of Preventive Medicine, Medi- 
cal Department, The University 
of Texas, Galveston. 


A year ago last month the writer was 
asked to assist the Department of Exten- 
sion of the University of Texas at a baby 
conference at the Dallas State Fair, and it 
was with an extremely sceptical view as to 
its relation to preventive medicine that he 
came. 

It did not take an hour of observation 
of what the movement really meant, and 
the possibilities afforded of making the 
coming generation one of strong and 
healthy men and women, to change from 
a sceptic to an enthusiastic believer in the 
value to the babies and the future citizens. 
Most of you are familiar with the “baby 
contests,” and right here allow me to pro- 
test against the use of this word, and give 
my reasons for so doing. Contest implies 
rivalry; rivalry begets jealousy; and 
jealousy begets hard feelings. This 
should be avoided. 

This movement is not for the purpose 
of finding the perfect baby, although we 
all like to find him, but rather to help 
those needing some change in living con- 
ditions or to point out some little thing 
that has escaped the notice of the parents. 
Some of you may not be familiar with the 
details of the examination, consequently 
at the risk of repeating what may be an 
old story to the majority, I will briefly 
take up the outline of the actual proceed- 
ings, omitting the preliminary work ex- 
cept to say that appointments are ar- 
ranged before hand, in order that the en- 
trants may be examined systematically 
and with as little delay as possible. 

Before entering the place where the ex- 
aminations are held, all babies are looked 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 


over to make sure no case of communica- 
ble disease is introduced. They then go to 
the registration table where a blank is 
filled out with the name, age, sex, whether 
city or rural, if breast fed and how long, 
if bottle fed and what foods, the present 
feeding; the name, age, occupation and 
nationality of the father; the maiden 
name, age and occupation of the mother 
before marriage; if the birth has been reg- 
istered and where; the place and under 
whose auspices the conference is held. 
The baby is then ready for the tests, and 
we have found the following the most sat- 
isfactory order of procedure: 
Developmental; eye, ear, nose and 
throat, and mouth and teeth, they 
are then ready to be undressed and 


report for the physical examination, 


and lastly, the weights and meas- 
ures, which completes the examina- 
tion. Those of you who are acquainted 
with either the American Medical Associa- 
tion or the “Woman’s Home Companion” 
card will note the change in the order of 
the tests, and you will also find that each 
examiner will prefer to have his test come 
first, but I think you must agree that the 
one making the eye examination should 
see the child before he has been handled 
by others to get the best results. It is 
better to have the eye, ear, nose and throat 
examination made by a specialist, and a 
dentist is the logical one for the mouth 
and teeth. — 

The complete physical examination is of 
great importance, and many times the 
physician can call the attention of the 
mother to some remediable defect and any 
defects or abnormalities should be dis- 
cussed freely with the mother, who should 
be advised to take the baby to the family 
physician if there is any treatment needed. 

I wish time would permit me to go care- 
fully over the cards in our keeping, but I 
have been kept so busy on the conferences 
that this has been impossible. I can, 
however, mention some of the striking 
findings, and I hope, at some future time, . 
to be able to present some of the results 
obtained from this work. 


a 
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The test that causes the greatest loss in 
points is that of weights and measures, 
and it can readily be seen that this is 
natural. 
sidered in many cases a defect, for why 
should not the child of tall, spare parents, 
vary from the child of short, stocky ones? 
However, no child is penalized for being 
above the so-called standard height, but 
the height is accepted as the basis for 
measurements. On the other hand, if the 
child is more than a half-inch short there 
is a penalization, but the height and not 
the age is taken as the basis for the weight 
and other measurements. 

The defect most frequently found in our 
work in Texas has been adherent prepuce, 
in spite of the fact that this can only refer 
to approximately one-half the babies ex- 
amined. I have seen many babies with a 
long foreskin with but a ‘pin point open- 
ing, and a few in which the orifice was 
indistinguishable even on careful exam- 
ination. Some of these were also in- 
flamed, and in all cases the mother’s at- 
tention is called to the condition. 

The most serious condition noted has 
been the prevalence of trachoma in three 
localities, and in these places there has 
resulted the greatest amount of good, and 
undoubtedly the saving of many eyes. In 


these localities the people are old inhabi. 


tants, and it points to a severe infection 
among the older children. In one locality 
those showing an eye infection were 
ruled out, but after all the others had been 
examined these were carried through, 
that they might have the benefit of the 
physical examination. In another city, 
where there was an even greater per cent. 
of the infection, they were allowed to pass 
but here there were but two physicians, 
and every care was taken to avoid infec- 
tion. As twenty-five per cent. of the en- 
trants would have been barred, it was 
deemed wise, after careful consideration, 
to make the examination, but, of course, 
no scores were allowed, though we did 
note on the cards “were it not for the con- 
dition of the eyes the score would have 
been ——.” 

Many cases of naval hernia have been 
found that the mothers did not even mis- 
trust. The ‘conventions have caused 
many ill-nourished babies to be taken to 
pediatrists with splendid results from the 
change in diet. 


Nor need the variation be con-- 


One mother came to the El Paso meet- 
ing from a country village over three 
hundred miles away because her baby 
was not doing well. She not only had the 
examination, but stayed to get the baby 
on a proper diet. Next year I trust this 
one will be returned to show what the bet- 
ter babies movement meant for her. 

At Galveston last January there was an 
extremely ill-nourished baby entered, and 
as a result of the advice given, was taken 
to a pediatrist, who put her on a suitable 
diet with a resulting gain of ten pounds 
in weight within three months, and a cor- 
responding gain in health and strength. 

A very encouraging feature of the 
movement is the fact that at least 85 per 
cent. of the babies are brought in for ex- 
amination, not with the expectation of 
finding that they are perfect, but to find 
if there are defects and what steps should 
be taken to correct them. This is the 
proper spirit and augurs well for the fu- 
ture. 

This year at the State Fair there were 
511 babies examined, and but one scored 
100 per cent. This young lady, Karma 
Ray, Bronx Park, Dallas, 32 months of 
age, scored last year at 20 months 92 per 
cent., and the mother has been working 
ever since to gain the 100 mark, nor will 
her endeavors cease, for she will strive to 
have an equally good score next year. An- 
other mother was rewarded for her efforts 
when Fritz Lancton’s score was raised 
from 89.5 to 97.5. These babies met dur- 
ing the tests five different examiners, 
and the score was not known by any one 
until hours after the examination was 
completed. Mrs. Ray had her first knowl- 
edge of the result through the newspapers 
and Mrs. Lancton at the final rally 
when Fritz was announced as the winner 
of the cup offered by Mr. Arthur A. 
Everts, of Dallas, for the greatest gain 
over last year’s score. While the gain of 
these two children was the same, it was 
felt that the cup was properly awarded. 

At the time of the fair the acting 
health officer of Dallas expressed the de- 
sire that a conference be held for the col- 
ored babies, consequently this week, No- 
vember 10-11, one will be held at the Mac- 
edonia Baptist Church from 9-12 and 2-5, 
and we will welcome those interested in 
the work. 

The movement is growing, and soon we 
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may expect to find that fairs will furnish 
buildings for the babies as they have for 
years for the pigs, sheep, horses and 
chickens. Already one fair association 
has signified the intention of putting up 
a building for them, and another associa- 
tion has spoken of considering the ques- 
tion. 

If the mothers can only be encouraged 
to have a careful examination made of 
their children and get the habit of repeat- 
ing it year after year, much good must 
result, as they are naturally desirous to 
have them improve year by year and many 
remediable defects are cared for that 
otherwise might pass unnoticed. Nor will 
this habit end with the age limit, of the 
conferences, but they will continue to have 
periodic examinations thereafter and 
thus hasten the time when the chief duties 
of the physician will be to keep people 
well rather than to cure them. 

That the mothers are interested is 
proved by the fact that there were nearly 
100 more babies examined at the recent 
State fair than there were a year ago. 
There are also more conferences being 
held this year than last, and the season 
is yet early. Besides the colored confer- 
ence here this week already mentioned, 
there is a large one being held at Waco and 
another begins at Beaumont. Next week 
Sherman holds one, and there are others 
to follow. Let the work go on, and when 
you are asked to assist I hope you will 
consider it a privilege rather than other- 
wise, for it is a work for a better and 
stronger coming generation, and is worth 
every effort. 


DISCUSSION. 


Dr. Allen G. Heard, Galveston, Texas.—I have 
listened to Dr. Arms’ paper with a good deal of 
interest, and I am glad to learn that these con- 
tests, instead of being called better baby shows, 
in the future will be called conferences. I am 
opposed to the term show because in many local- 
ities they have better baby shows from year to 
year in which prizes are awarded for the bright- 
est baby that presents the best appearance. My 
observations in following these conferences have 
been largely in Galveston. The first conference 
was held there something less than a year ago, 
and when it was first decided to have one in Gal- 
veston it did not appeal to me very strongly. Of 
course, I am glad the movement was started and 
has been carried forward in some of the North- 
western states and some of the Western states. 
But at first I did not see that these conferences 
would do much good. I find, however, since the 


conference is over, that it has accomplished a 
great deal of good. 

The food question locally with us in Galveston 
has been serious on account of the milk supply. 
We have been handicapped to obtain pure food, 
good milk, or good food for children and the 
percentage of children fed on condensed milk or 
proprietary foods is larger than in most places. 
Since this conference was held there has been 
more attention and thought among the mothers on 
the food the child gets. What will be the effect 
eventually of condensed milk or some of the 
proprietary foods that do not contain the right 
proportion of food elements, I do not know. In 
the clinic of the John Sealy Hospital the number 
has been increased by mothers bringing their chil- 
dren to find out the proper food they should have, 
and if they can not obtain the proper food, they 
want to know what they can do to make improper 
food do the most good. Besides that one point, 
we have a great many children brought in for 
other conditions and to see whether they need 
circumcision. There have been at least one hun- 
dred or more of that class that were not entered 
in the contest, the children being brought to us 
to find out if they needed circumcising. A great 
many of them did. Children with deformities re- 
sulting from rickets have been brought to the hos- 
pital, and a great. number brought to the institu- 
tions in the city. Children with enlarged tonsils 
and adenoids—many of them—have been ope- 
rated upon and benefited since this conference that 
probably never would have been attended to 
otherwise. A good many cases of eye troubles 
of various kinds were discovered at the time that 
had not been noted before, and other children 
that were not entered have been cured of eye, 
nose and throat troubles by specialists. I think 
one evidence of great good following that confer- 
ence was the number accepted at that time was 
limited and a number of assistants were put on 
following the contests for days, and two or three 
months thereafter there would be inquiries from 
mothers as to whether they could bring their 
babies to see if there was any difficulty with 
them that could be remedied. There are con- 
stant inquiries as to whether or not there will be 
a contest or a conference held next year in or- 
der that some of the low-score children can be 
bettered and those that have reached the proper 
age can be entered to find out if they are perfect 
or nearly perfect physically or mentally. 


Dr. C. R. Hannah, Dallas, Texas.—I have en- 
joyed this paper very much, and I am sure Dr. 
Arms has told the truth. I had the opportunity 
of being with him last year and this year some 
of the time in the State Fair. I think these con- 
ferences are valuable. If Dr. Arms will permit 
me, I will say that I think they can be improved 
upon. I am not saying this in the way. of criti- 
cism, but Dr. Arms, I am sure, will appreciate 
suggestions. Here in the State Fair he has 
worked under a handicap all the time. In the 
first place, he could not put into effect any rules 
to work by; he had a few stalls and all babies 
for examination were put in them. It goes to 
prove that if we would make these conferences 


of any value to the public, we must have a build- 


ing equipped for this purpose. I think, too, that 
in the arrangement for these conferences—it hap- 
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pens to be so here in Dallas, frequently, we have 
a great deal of trouble in selecting examiners to 
assist. At the time Dr. Arms came before our 
medical society and asked for ethical men to as- 
sist him, nearly every member in the County 
Medical Society wanted to help and promised to 
do it, but when it came to make the examinations 
Dr. Arms was without any help. That was the 
case last year and this year. Very frequently we 
find two men who make the examinations, and 
the work is done in a place where the work is 
very much handicapped and doubtless many, 
many points of defect are overlooked. There 
should be a separate building, if possible, pro- 
vided for this purpose. One baby was entered 
in this year’s conference who had and showed re- 
sults of an obstetrical injury, and later it was re- 
ported to the mother that the baby was in fine 
condition. She entered the baby to have a diag- 
nosis confirmed. The doctor is not responsible 
for that because the babies are shoved through 
the examination like going through a mill. In a 
way, we may think of it as a show rather than 
as a conference. These children’s conferences 
ought to be held by medical men selected for 
ability and they should be considered in the light 
of a clinic, and the children should be brought to 
this clinic for examination to see if they have any 
defects. 


Furthermore, I know that lots of children are 
censored and marked down because they happen 
to have a long foreskin. Some men say every 
long foreskin ought to be cut off, others not. If 
it is not too long there is nothing in particular 
the matter with the child. It seems to me that 
sometimes in connection with these conferences 
we should have a standard of height and weight, 
and maybe a standard foreskin. If one doctor 
says the foreskin is too long and one says it is 
too short, then .that may mark the baby down, 
and these little things may worry the mothers 
sometimes, 


The doctor brought out one excellent point, 
and that is he spoke of cases in El Paso where 
the children come in sick and ill-nourished, and 
he has referred those children to doctors. That 
seems to be the thing we will have to come to. 
It would be unwise, and it might be a little haz- 
ardous, to say to the mothers of children, you 
ought to do so and so, but, as the doctor says, 
refer them to their doctor and as the child in one 
case he mentioned was referred came back bet- 
ter fed and in good health. 


One of the cardinal points is that the doctor in 
charge will probably have to select his men and 
insist upon their examining and looking after 
these children to get the best results, in order 
that the people may get benefit. One of the 
points I would like to emphasize is to refer chil- 
dren to doctors that they may be better cared 
for afterward. 


Dr. L. Rosa H. Gantt, Spartanburg, S. C.—This 
question of conferences for better babies is one 
more instance where the laity seem to be push- 
ing the doctor, and I think it is important that 
-_ medical profession should get interested in 

em. 


I believe that medical conferences for 


children will be of as great value to the children 
under school age as medical inspection is for the 
children of school age. I have the privilege of 
being a member of the American Medical Asso- 
ciation committee to carry on this work, and it 
offers a wonderful field for doing a great deal of 
good. In some of the states it has been difficult 
to get medical men to carry on these confer- 
ences. I am glad that this subject has been 
brought up at this meeting because it will make 
physicians see the vast importance of it. In my 
state we have difficulty in getting physicians suf- 
ficiently interested to inaugurate these confer- 
ences; usually a woman’s club does this and a . 
physician examines the babies. However, the 
work is growing rapidly, and at each conference 
we have two or three times the number of babies 
entered at previous conferences. 


The matter is assuming such great importance 
that the Children’s Bureau of the Federal govern- 
ment has planned a campaign for better babies 
during the week of March 4 to 11. A great many 
states are having these conferences at fairs. I 
do not think it is wise to have these conferences 
at the fair because of the crowds of people who 
attend these fairs, because they are usually held 
during the autumn months, the time of year when 
diseases of childhood are epidemic, it is difficult 
to get properly heated rooms, and for several 
reasons I believe it is better to have them in 
private conferences. Furthermore, it is planned 
to have many conferences during that week. I 
really think physicians should get interested in 
this work, and when they do the movement will 
spread rapidly all over the United States. 


Dr. Frank P. Gegenbach, Denver, Colo.—I want 
to emphasize the point made by the last speaker 
concerning the necessity of physicians taking an 
interest in this matter. I had a very good demon- 
stration of the way others try to come into these 
conferences at the last contest we held in Den- 
ver last month. It seems that one of the repre- 
sentatives of the “Woman’s Home Companion,” 
which has promoted these better babies contests, 
happened to be an osteopath. Perhaps this esti- 
mable lady was all right, but of course it was a 
case of incompatibility as far as the doctors were 
concerned. I was invited to act as one of the 
directors and when I realized my associate was 
an osteopath I immediately told those in charge 
that if they wished to have the services of phy- 
sicians this osteopath would have to be elimi- 
nated. Owing to the wide publicity given to the 
contest in connection with the Soils Product Ex- 
position in Denver, and also in view of the fact 
that the mothers were urged to bring their babies 
to the contest in order that they might have a 
good, thorough examination by capable men, the 
entry list grew until it numbered 1,300 babies. 
When the time came for examination a good 
many of the babies did not appear, but 1,090 ba- 
bies were examined, and, according to the Rocky 
Mountain News, it was the largest number exam- 
ined in any baby contest. 


We had considerable trouble in finding the 
necessary physicians. We selected two men to 
act as what you might call head examiners. The 
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entry list was large and we had to complete the 
examinations in seven days, so we had to exam- 
ine both morning and afternoon. We picked out 
six men, who agreed to find six corps of exam- 
iners. An ideal method would be to have one 
corps of examiners examine all these babies, for 
it takes men with considerable experience. We 
had to meet this situation on short notice owing 
to the difficulty which arose in regard to the 
osteopath being connected with it. There is no 
question that if this thing is to be done right 
you should have a special building; you should 
have a special room for each set of examinations. 
We found, as you did, that every man wanted to 
have his particular examination first. In the ex- 
amination one of the hardest things to elicit, in 
my judgment, is the mental test. It stands to 
reason some babies are easily drawn out; others 
are taciturn. It is hard to fill out the mental 
test and that part of the examination has to be 
lenient, especially in a contest where you have 
to give them marks. Like yourselves, we found 
most of the babies had adherent prepuces. We 
were surprised in these days, when so much cir- 
cumcision is done, to find so many adherent 
prepuces. I am not inclined to favor wholesale 
circumcision, but shortly after birth a baby should 
be circumcised or the foreskin loosened. Girl 
babies frequently have an adherent clitoris with 
an accumulation of smegma, which is often a 
source of irritation. 


As far as the contest was concerned, it seemed 
the irony of fate that the baby we picked as the 
so-called champion baby should be a bottle-fed 
baby. We are all striving and earnestly begging 
mothers to nurse their babies more and more. 
However, we had to stand by the marks given 
the babies. 


Last week I gave a talk at the public library to 
the Mothers’ Congress on the Feeding Problem, 
and I can assure you of one thing, that I ear- 
nestly advocated and impressed upon mothers 
the importance of breast feeding. 


Dr. B. L. Arms, Galveston, Texas (Closing).— 
There are two points I want to speak of, one of 
which was referred to by Dr. Hannah, namely, the 
length of the foreskin. If the foreskin was ad- 
herent or extended over and was bound down, 
so that there was only a pinhole opening, there 
was marked off 0.5% for adherent prepuce. If the 
foreskin could be retracted, no matter what its 
length, it was not marked. 


Another thing. He spoke of physicians making 
examinations for nothing in cases that required 
treatment. They are supposed to refer such chil- 
dren not to themselves, but to advise the moth- 
ers to take them to the family physician. 


I certainly agree with every one who has 
spoken that there should be a building on the 
fair grounds and the babies are worthy of a place 
of their own. While fairs are good places, I do in- 
sist every time that there should be a thorough 
examination before every baby is brought into a 
room where it comes in contact with others. 
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THE USE AND ABUSE OF A PUBLIC 
HEALTH LABORATORY.* 


By C. R. STINGILY, M.D. 
Director of Laboratories, State Board of 
Health of Mississippi, 

Jackson, Miss. 


The motive of effort is the prolongation 
of physical existence. The primitive man 
strove for subsistence, and for the pro- 
tection of the physical being from the 
obvious agencies of pain and discomfort. 
He was unconcerned about dangers which 
in this day are avoided by intelligent lay- 
men as a child avoids fire. 

There was a school which taught that a 
divine Creator had so devised things that 
only the stronger would survive, so that 
the weak being eliminated, a_ resistant 
race would finally be evolved. If so, the 
CaeSarian section was an error, and Czx- 
sar should have died with an unfit mother, 
not have lived to select the stronger from 
his cohorts to battle with his foe. 

Only the ignorant doctor is chained to 
the past and its errors. The right of the 
strong is no longer respected. It’s the 
strengthening of the weak with which 
real men are concerned. It is the opening 
of the door of hope to him who might not 
otherwise have lived that is worth while 
today. 

Too long did medicine follow blindly the 
failures of the past, but with Pasteur 
there came a new conception of disease. 
He, Koch, Elbert, Laveran, Klebs, Loeffler 
and others lighted the way to the heights 
modern medicine has climbed, but there 
is in their accomplishments no suggestion 
of finality, for each new attainment ex- 
tends the field for future developments. 

In the old days, the medical man’s life 
was devoted to the alleviation of the suf- 
fering of humanity, and he thought not 
only of the cure, but of the prevention of 
disease. Yet he caused panicky exodus 
from cities but to disseminate more wide- 
ly. He failed to prevent. 

The microscope, the laboratory, in con- 
junction with practical test and scientific 
research, has done much to enable the 
modern school to know the cause and to 
intelligently combat disease, and while 


*Read in Section on Public Health, Southern 
Medical Association, Ninth Annual Meeting, Dal- 
las, Texas, Nov. 8-11, 1915. 
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there is much yet to know, empiricisms 
need not altogether satisfy. 

Aside from research work, the use of 
the laboratory in the diagnosis is limited 
only to the extent the knowledge of cause 
and nature of disease is limited, and in 
many diseases, though the cause is un- 
known, the microscope reveals the mor- 
bid processes with such certainty that we 
are at least able to label these. With the 
aid of the microscope we are able to de- 
termine the histological changes occur- 
ring in such morbid processes as are clas- 
sified under “new growths,” to differen- 
tiate between innocent and malignant tis- 
sues and to determine certain diseases that 
are classified under the general term 
“anemia.” 

The influence of the public health lab- 
oratory upon the production of a clean, 
wholesome milk supply is beginning to be 
felt, not alone by the consumer, but even 
the producer will tell you the principles 
involved mean economy and better busi- 
ness to him. 

The systematic sanitary bacteriological 
analysis of public water supplies is the 
simple application of “safety first’ prin- 
ciples, and in the future, coupled with 
proper care of sewage disposal, will mean 
the saving of many lives. 

The fact that the announcement through 
the health authorities that bubonic plague 
existed in California—and more recently 
in New Orleans—did not cause an exodus 
of the inhabitants and but little disar- 
rangement of business, attests to the use 
of the public health laboratories in this 
dread disease. 

No longer is it necessary to suspend 
schools because there is an outbreak of 
diphtheria among the pupils. The discov- 
ery of the menacing carrier and the iso- 
lation is the most economical and certain 
method of preventing the spread of the 
disease. 

Recently our laboratory was called upon 
to make examination of swabs from the 
school children in several different towns 
in which there existed diphtheria. In one 
of these there were 488 pupils in the white 
school. We found 26, or 5.3%. were car- 
riers of the Klebs-Loeffler bacilli. Though 
the school was not suspended, we are not 
getting specimens any longer except on 
second or third examinations of the car- 
riers. In another town the method was 


not followed, although advised. From 
there we continue to receive the usual 
number of specimens, which are positive, 
and I have just heard of two recent deaths 
which I suspect may be chargeable to the 
old way of doing things. 

The uses for state laboratories differ 
in some respects in different states. In 
our own, the most common use is the ex- 
aminations of specimens for malaria, ty- 
phoid, tuberculosis, gonorrhea, diphtheria, 
intestinal parasites, meningitis, rabies in - 
animals and the administration of the 
Pasteur treatment, and sanitary bacterio- 
logical water and milk analysis. Like sev- 
eral other states, the pure food work of our 
state is done by the State Chemist at the 
Agricultural and Mechanical College. 

Just to what extent the state laborato- 
ries should carry on the work for physi- 
cians is a difficult problem. There being 
no private institutions in our state, we 
generally carry out any investigation the 
physician requests of us, if it is in our line 
of business. We believe the laboratory 
should be an open house and the services 
rendered will bring the physician in a 
closer relationship with the health depart- 
ment and make him, eventually, a part 
and parcel of the public health system of 
the state. 

That the state laboratory is educational 
to the average physician I believe there is 
no gainsaying. His conception once was 
that diphtheria was a disease of the up- 
per air passages. Our laboratory experi- 
ence teaches us that occasionally we find 
violent infection in other locations, due 
to the Klebs-Loeffler bacillus. I recall the 
recent incident of a vaginitis in a child 
which was suspected of being due to the 
gonococcus. The microscopic examina- 
tion revealed diphtheria bacterium and the 
case yielded very promptly to anti-diph- 
theretic serum. It is not rare in a labo- 
ratory where many routine examinations 
are made to find diphtheria bacilli in the 
sputum of patients supposed to have tu- 
berculosis. 

Within the past decade certain mild 
cases of typhoid were styled “slow fever.” 
This was a common diagnosis, not only 
from the point of view of refined medi- 
cine, but was also common numerically. 
If the statisticians would accept such no- 
menclature, a morbidity report would 
rarely ever show it today. Through the 
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microscope usually these cases are shown 
to be typhoid, from which the public must 
be protected. 

Even the public is being educated to 
appreciate accurate diagnosis of such com- 
municable and preventable diseases as ty- 
phoid, tuberculosis, diphtheria, etc. To 
the public, the broad, yet simple, concep- 
tion of modes of transmission suggest the 
practicability of the simple means of pre- 
vention. 

Contemplating an anti-malarial crusade 
in the South, it is barely possible that 
some practical scheme will be worked out 
for the elimination of the carrier rather 
than to undertake’ the almost impossible 
task of mosquito extermination or the 
wholesale administration of quinine. 

The laws of society and economy will 
soon demand the pound of preventive in- 
stead of the old ounce. While serving a 
purpose, there will be less demand for 
cleaner town contests, which is a bit too 
much like donning clean clothing without 
the bath, but more of the real problems 
of health will rest with the trained epi- 
demiologist, to whom the state’s labora- 
tory will be indispensable. 

If I should confine my remarks on abuse 
of the state laboratory to the strict mean- 
ing of the term, I would be at a loss. As 
director of the laboratory in Mississippi 
I am not conscious of any serious abuse 
by those using our laboratory, except oc- 
casionally I have felt that certain work 
which is naturally expected of the phy- 
sician in his office should not have been 
referred to us. 

The sending of dangerous specimens, 
improperly prepared for mailing, is occa- 
sionally a source of complaint by us. The 
swabs from diphtheria patients which are 
simply enclosed in an envelope with a 
letter is not only an abuse of the labora- 
tory, but also the public confidence. 

The laboratory man occasionally has 
very just ground for complaint, and it 
amounts to an abuse of the laboratory that 
the exceptional physician doesn’t fully 
realize the limitations of the laboratory or 
the lack of uniformity in the developing 
processes in the human system. To illus- 
trate, perhaps a negative report is given 
in a supposed typhoid case on the seventh 
day of the illness. In spite of this the 
physician may be convinced by subsequent 
events that he was dealing with typhoid 
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infection. The physician forgets, how- 
ever, that the human system does not al- 
ways develop the agglutinins necessary in 
the performance of this reaction just on 
time. Succeeding specimens might have 


‘revealed the nature of the disease and 


have protected the physician, for it is 
barely possible that the “infection was 


_paratyphoid, either A or B, or a colon 


bacillus infection of the urinary tract. If 
the principle is correct that the anti-bodies 
first formed and produced in the largest 
amounts are specific, where the later ones 
are common to the allied group, we can 
easily see how errors may occur, particu- 
larly if great care is not taken of the dilu- 
tion factor. The following instance im- 
pressed me with lack of knowledge of the 
simple principle of immunity. A sugges- 
tive typhoid reaction was reported from 
our laboratory, and seeing that the doctor 
doubted the probability of typhoid infec- 
tion, I asked him if his patient had been 
vaccinated. He replied that he had been 
we three times, but that it did not 
e. 

Perhaps no greater disappointment is 
felt in and abuse given the laboratory than 
is occasioned by results in diphtheria ex- 
aminations. Although the most conscien- 
tious care is taken of this work, the labo- 
ratory man may be sure of receiving his 
full share of criticism; he is criticised 
sometimes for finding diphtheria when it 
is not expected, and for the failure to find 
it when it is expected. The morbid proc- 
ess might have been deep down in the 
larynx, the infection untouched by the 
physician’s swab, or the membranous 
exudate on the tonsil just painted with a 
strong solution of-silver nitrate, yet, if 
the report is negative, the error is charged 
to the laboratory. The laboratory man 
must accept from the careless physician 
these. sterile seed for his planting. 

Unquestionably, the most serious abuse 
of the laboratory — and especially is this 
true in the institutions supported by the 
state—is occasioned by the lack of skill 
and caution with which physicians secure 
and prepare the specimen upon which the 
laboratory diagnosis must be founded. It 
seems to the laboratory man—it may be 
that he is somewhat influenced by his en- 
thusiasm for his own work—that the con- . 
scientious physician of today can not hope 
to fully serve those who depend upon his 
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skill for life and health, those who depend 
upon him not only to protect them, but to 
protect his family, the friends and the 
public from the infection, unless he uses 
the laboratory; yet, use is futile unless 
the physician gets the material to the lab- 
oratory which will reveal the real condi- 
tion. Not only is the reputation of the 


laboratory dependent upon the skill of the . 


physician who prepares the specimen, 
but, and of real importance to the public, 
the treatment and prevention of disease 
depends, in many cases, totally, and large- 
ly, in a constantly growing number, upon 
that skill used by the physician sending 
the specimen. 

Since the modern physician must use 
the laboratory, the modern physician, in- 
stead of having his responsibilities les- 
sened, is under an added duty, at least so 
to equip himself that the laboratory will 
be of use rather than a stumbling block 
in his way. Patently it is a misuse, or a 
positive abuse of the laboratory to cause 
by it the examination of specimens which 
do not show the true condition of the pa- 
tient. Our laboratory the past twelve 
months has examined about 15,000 speci- 
mens. From the senders of the specimens 
examined we have no general complaint 
to make In fact, generally specimens .are 
satisfactory, but any unnecessary failure 
on the part of a physician or the labora- 
tory is criminal. 

I am engaged in a state laboratory. To 
the public generally the work is free. No 
man in Mississippi is too poor to have 
the benefit of such work as our laboratory 
is able to accomplish. Of course, the 
workers in our laboratory are not engaged 
in any charity. Yet, I find in an alleged 
book on Laboratory Methods the follow- 
ing: “The institution which asks no re- 
muneration for its services should be 
avoided.” Of course this work, or the 
idea therein expressed, is not an abuse or 
a use of the laboratory, but, I apprehend, 
when the average busy physician under- 
takes to follow out the idea there further 
expressed, the idea of making his own 
laboratory examinations, a most serious 
abuse will sometimes follow because of 
the lack of time and proper facilities and 
technical training. 

Any way, the work is, and will be for 
all time to come, the work of men who do 
nothing else. It is simply a division of 


labor, such as in all things has been found 
to be the proper and economical way of 
doing things. In the future instead of in- 
creasing the doctor’s sphere of activities, 
there is to be in the practice of medicine 
an increasing specialization, and allied to 
them all, necessary for the proper prac- 
tice in either, will be the state laboratory. 
I say the state laboratory, because the 
private laboratory will be out of the reach 
of the masses. 

Of course the things I say of the phy- 
sician who doesn’t properly perform the 
initial work has no application to those 
who attend this convention, but it might 
surprise you, gentlemen, if you were in- 
formed as to the extent of these failures; 
and, since in medicine, perhaps more than 
in any other profession, the man’s ideal 
is the keeping of his brother, his brother 
physician, and in the broad, universal 
sense as well; and since this failure, per- 
haps a negative pregnant, as the lawyer 
would say, is now the most harmful abuse 
of the laboratory, I have dwelt on it, not 
that I presume to teach, but in a hope that 
the suggestion of the abuse will incite 
the remedy. Through the co-operative 
effort of the profession, the conventions 
and the college this evil may soon disap- 
pear. 


DISCUSSION. 


Dr. William Krauss, Memphis, Tenn.—It seems 
to me that a discussion of a paper of this sort 
could only be had for the purpose of emphasizing 
what the doctor has said. 

One of the greatest troubles of the laboratory 
worker is the condition in which material is re- 
ceived. Many general practitioners have the 
idea that anything, no matter how selected or 
unselected, how prepared or how long .in transit, 
ought to bring back 100% correct diagnoses. 

There are many abuses of the laboratory. The 
essayist says that the Mississippi laboratory ex- 
amined fifteen thousand specimens last year. 
This is about ten thousand more than the per- 
sonnel or the equipment and general capacity of 
that laboratory should be called upon to work 
up. Much of this material does not properly come 
within the province of a public laboratory. Much 
of it comes in such a shape that even no at- 
tempt should be made to work it up. Material 
to be plated out, such as drinking water or milk, 
should arrive at the laboratory not over one hour 
old unless iced at the source and kept iced until 


’ delivered. Physicians are also extremely care- 


less about sending infectious material, and it is 
a question in my mind whether, in some in- 
stances, the public health is not more endangered 
than safeguarded by the manner in which in- 
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fectious material is packed, in fragile and leaky 
packages. 

Blood specimens for malaria come dried on 
paper, paste board, window glass, decomposed in 
a bottle, stuck between slides and cover glasses, 
and every way imaginable. Dr. Stingily spoke of 
diphtheria swabs enclosed in paper envelopes. 
As a matter of fact, we have some of the most 
hair-raising experiences with material received 
in the laboratory. 

Physicians sending material to public laborato- 
ries should have some regard for the limitations 
of capacity of the individual worker. I mean with 
respect to the amount of work that one person 
can do and do properly in a day. I am sure 
that Dr. Stingily’s laboratory is flooded with ma- 
terial which has no public health bearing what- 
ever. Some of these transactions are frivolous 
and foolish, and yet if he refused to handle them 
he would probably be severely criticised or be 
the subject of legislative investigation. 

The result of a laboratory examination presents 
only one symptom of the disease. The physician 
must not expect the ‘laboratory to supply all of 
the information necessary for diagnosis, except 
where the transaction is one that definitely 
identifies a particular organism. 

A man might be working in a laboratory on 
one particular thing—he can not be expected to 
drop that and turn to something else. He may 
be transferring a culture and unless he continues 
with the inoculation and the stopping of the 
tubes there will be a contamination and a wrong 
result. He may have another preparation in the 
stain which is expected to remain exactly one 
minute—he is called to the telephone and before 
he gets back the specimen is ruined. A distilla- 
tion may run over—an evaporating solution burn 
up—an inactivation be overheated—a specimen 
overstained —a culture spoiled—a blood count 
ruined, for frivolous interruptions. 

The public, and more particularly those having 
executive supervision of laboratories, should be 
educated to a proper conception of the limitations 
of the capacity of one man. It is not considered 
too much to pay the high sheriff or the county 
trustee or treasurer a salary or a fee income of 
from ten to fifty thousand dollars per year for 
doing purely clerical work, yet a man with a 
scientific education is expected to devote twelve 
hours a day at hard labor to his work and re- 
ceive a salary that would not compensate an or- 
dinary bookkeeper. If public laboratories are bet- 
ter financed we will get better results. 


Dr. W. S. Leathers, University, Miss.—It seems 
strange to me that after a doctor has gone through 
@ medical school and has become reasonably well 
acquainted with laboratory work that there should 
be so much difference among physicans as to the 
conception of the possibilities of the laboratory. 
To illustrate, I recall an incident where Dr. 
Stingily’s predecessor made a microscopic exam- 
ination for tuberculosis. The physician was con- 
vinced that the person had tuberculosis, yet this 
specimen proved negative, and as he indicated 
in his paper, this physician failed to understand 
the report and was quite critical of the fact that 
the finding was not positve; that he was sure the 
case was tuberculosis. Now, any one who knows 
anything about laboratory work realizes it is pos- 
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sible to make ten or more microscopic examina- 
tions of a person who may have tuberculosis and 
not find the bacilli. Such instances are coming 
up constantly before many state board of health 
laboratories. It is therefore important that such 
facts of public health be brought to the attention 
of the physicans and be thoroughly understood 
by those who do not seem to understand the re- 
sults of microscopic work. I think in time that 
all of this will be remedied automatically as a 
result of better educational requirements in our 
medical schools. There are those who graduated 
in medicine some fifteen years ago where the lab- 
oratories were not so well equipped, and as a 
consequence physicans have been turned out as 
medical graduates who have not obtained the best 
laboratory work. For this reason there are a 
great many physicians educated along other lines 
that have had practically no training in labora- 
tory work, and owing to this fact that are practi- 
tioners who are well meaning, but at the same 
time are misleading in their critcisms of labora- 
tory work. In time the medical profession will 
be so educated along these lines as a result of 
extended training that public health laboratories 
will not have to contend with these irregularities, 
which at least take time for correction. 

I hope Dr. Stingily will pardon me in taking is- 
sue with him on just one point in his splendid 
paper. I know quite well his view with reference 
to certain matters in public health work, and I 
desire to disagree with him on the point that the 
time should soon come when competitive cleanest 
town contests will not be necessary. We obtain 
just the interest that we need on the part of the 
public by these public clean-up contests. Whether 
it is strictly scientific or not, it is imperative to 
enlist the interest of an agency like the club wo- 
men in any state-wide movement. Only good re- 
sults can come from such co-operation on the part 
of any organization. Of coursé, there will always 
be a certain amount of superficiality about such 
contests which will be unavoidable, but there will 
come out of it all a great deal of good that per- 
haps could not be accomplished by any other 
method. Women’s clubs and the co-operation of 
all agencies which can be utilized to protect the 
public health, even though we fall short at times 
of just the very best method, or what might be 
termed the ideal procedure, is desirable. 

I am thoroughly convinced that women’s clubs 
are doing most effective service in behalf of pub- 
lic health work. I do not believe that any agen- 
cies in a state can be utilized in advancing the 
interest of public health work more than women’s 
clubs. They have certainly done splendid serv- 
ice in many cities and towns of Mississippi. 


Dr. C. W. Garrison, Little Rock, Ark.—I think 
we are all agreed as to the value of the labora- 
tory, and I rise not to discuss the paper, but to 
say just a word as to laboratory reports and the 
responsibility of the general practitioner. 

I do not believe that we will ever be able to 
effectively combat epidemics unless the general 
practitioner appreciates the time pending be- 
tween the first observation of a suspicious case 
and the report from the laboratory as to its 
findings. 

I believe that every general practitioner must 
assume the attitude that every case of acute dis- 
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ease is communicable until proven otherwise. 
For instance, if a suspicious throat, simulating 
diphtheria, is seen, it should be regarded as such 
and proper instructions issued immediately until 
further observations or a laboratory report clear 
up the diagnosis. 

Again, in typhoid fever, as a rule, a week or 
ten days elapse before a positive diagnosis can 
be made. Unless certain precautions are ob- 
served by other members in the household pend- 
ing this diagnosis, subsequent cases may follow. 

Therefore, I believe the responsibility rests pri- 
marily with the general practitioner and not until 
we fully appreciate this responsibility and as- 
sume the above attitude will we make very much 
progress in the control of many communicable 
diseases. 

Dr. F, A. Coward, Columbia, S. C.—I speak as 
one of the few laboratory men present, those 
who most appreciate the value of some sort of 
standard in tuberculosis and other tests. ) 

I have charge of a state laboratory and we 
must admit that we are all getting into deep 
water in public health laboratories. This was 
brought to my attention recently on account of 
my suggestion to our board that we use the Was- 
sermann test. It started a disturbance among 
the physicians from which we have not yet 
emerged. Several private laboratories were in- 


volved; several mayors of towns were petitioned, 


it was asserted, that private laboratories were 
being run out of business; letters were written 
by all sorts of laymen to the State Board of 
Health protesting against the methods, etc. 

We are getting more and more into the sphere 
of industrial medicine and industrial medical reg- 
ulations in this country. Unfortunately we 
haven’t a Laboratory Section in the Southern 
Medical Association, and many of our laboratory 
papers are scattered through various sections, 

We have got to come down to a settled policy 
as to the use of the state’s money; it is now left 
largely to the discretion of the men in charge 
of the laboratory as to what tests shall be made. 
This ought to be standardized. We should be 
able to go down to the Legislature and say: 


“Here’s the standard for laboratory work.” As 


to what tests should be conformed to, and whose 
technique, the State Association, the American 
Association and the Southern Association should 
be agreed. 

As stated, we are getting into deep water and 
we ought to do something if we do nothing but 
get started in this matter. We should in some 
way get together and be able to go to the legisla- 
tures and say: “Here is the concensus of opinion 
of the medical men as to the scope of work to 
be included in board of health laboratories.” 

I would like for this Association of practition- 
ers to appoint a committee and do whatever any 
one thinks is proper and suggest it to the com- 
mittee as to the best wav to start it. The onlv 
excuse that we can give for having a laboratory 
is with reference to the control of infectious dis- 
eases. We have got to get started on some sort 


of standardization vlan or pregram for it. 

Dr. Krauss: (interrupting above speaker). —TI 
want to say that I represent one laboratory that 
will never raise its voice against competition from 
a public laboratory. 


The private laboratory that 


can not compete successfully with an overworked 
and underpaid public laboratory man has no right 
to exist. 


Dr. J. D. Davis, Austin, Teras.—The State of 
Texas Laboratory recently ran up against this 
proposition. ‘the specimens of our railroads’ wa- 
ter are sent in periodically for examination, and 
as a rule they are negative. Some man in some 
division of the water supply was kind enough 
and frank enough to label the water like a drug- 
gist or a chemist, and he had labeled it “water 
supply, boiled thirty minutes,” and sent it in for 
investigation; and there are numbers of men 
who have just such ideas of the functions of the 
public health laboratory. 


Dr. Freeman, the Chairman.—Dr. Coward’s sug- 
gestions were very good. So far as methods are 
concerned, I think that is pretty well covered 
by the activities of the Laboratory Section of 
the American Public Health Association. They 
have started certain methods of standardization. 
The standardization function of a public health 
laboratory is a subject which I think would very 
properly be a subject for action upon by this 
Section, and if the doctor will prepare a resolu- 
tion bearing upon that suggestion we can present 
it at this meeting. 


Dr. A. M. Harralson, Newton, Miss.—I think 
one of the causes for the laboratory man’s be- 
ing abused is because people are not educated 
sufficiently as to what to expect of the labora- 
tory. For instance, not very long ago I was 
called upon a case and he diagnosed it as possibly 
tuberculosis. Later on another physician came 
in and he sent a specimen to our laboratory and 
it came back negative. The result was that I 
got an abuse and a discharge and the fellow 
refused to pay his bill and the other man was 
lauded to the skies. Later it developed that the 
man had tuberculosis and the doctor believed it. 

Now the thing to do is to get the people in- 
terested. A negative doesn’t always mean that 
a man hasn’t tuberculosis at all, but when we fail 
to make a test among our patronage we some- 
times receive abuse, then as a place to relieve 
ourselves of it we abuse the laboratory man, and 
it is often the case that the laboratory man gets 
the abuse because the doctor gets the abuse from 
his patronage. 

Dr. C. W. Garrison, Little Rock, Ark.—The re- 
sponsibility rests on the physician and not the 
people. If the physicians had appreciated for 
the past ten years or so the diagnostic value of 
the laboratory and had been true to the interests 
of public health the people, in a large measure, 
would have been properly educated by this time. 
A frank statement as to the doctor’s inability to 
make an early diagnosis in many communicable 
diseases and the disposition te vuard or with- 
hold a diagnosis in some diseases, as follicular 
tonsilitis and diphtheria. chickenpox and small- 
pox, etc., until further observations can be made 
and instructions issued to protect other members 
of the family and the public pending this observa- 
tion will do much to strenethen the confidence 
of the neonle and prevent the embarrassing sit- 
uation of having another phvsician to come in 
later and make a diagnosis of a vicious disease. 
The tendency is to diagnose a border-line case 
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STINGILY: THE USE AND ABUSE OF PUBLIC HEALTH LABORATORIES 


so as to avoid health regulations. The reverse 


should be true. 


Dr. Freeman, the Chairman.—There are some 
very strange things in popular psychology. The 
willingness of a man to believe what he wants 
to believe and to shut his eyes to what he does 
not want to believe is a very common phenome- 
non that is met by the physician. 


A negative report on tuberculosis is of no sig- 
nificance and though that fact be printed in red 
across the face of the report card, the physician 
must be his own judge regarding the existence 


of the disease, and though the patient decides 
tor himself that he has not tuberculosis, it is the 


physician’s duty to convince him that he has it. 
The man wants to believe that he hasn’t it and 
is going to believe it if he has any chance in 
the world. 


Dr. James A. Hayne, Columbia, S. C.—This sub- 
ject is one in. which every health department, 
whether state or municipal, is most interested. 

A question was, asked in regard to how we 
are to get rid of the difficulties connected with 
the water proposition. The only water proposi- 
tion that we have tried to get rid of was the 
proposition made to us by the railroads; that we 
should analyze the water and ice every six 
months. We simply told them that we would not 
take their word for it in sending in their samples 
that we had to examine. We would send.a rep- 
resentative of the Board of Health and let him 
take samples and then we would make report 
on the ice or the water, and that they would 


have to pay all expenses connected with the 
trouble in doing so. 


It is usually done by the municipal laboratory. 
They have laboratories supplied with microscopes 
and anything else necessary for this work. The 
question of the use of our laboratory was settled 
by the Legislature in this way. They gave us a 
contingent fund for the investigation of condi- 
tions calculated to spread infectious diseases and 
we couldn’t use the laboratory except for the 
purpose of preventing the spreading of infectious 
diseases and contagious diseases. 

We do not examine urine unless a special friend 
directs it; the examination is then made, other- 
wise it is not examined. 

So far as the Wassermann or other tests are 
concerned, we have had considerable discussion 
in our state. We have received any number of 
protests from prominent citizens requesting that 
we do not interfere with their business by labo- 
ratory methods. They are tired of the paternal- 


istic attitude of the State Board of Health and 
that we were supplanting their methods and in- 
terfering with the practice; that it was running 
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people to druggists for everything, and that the 
dectors’ profession was being crippled and the 
general public health boards up to this time have 
not had the support of the general practitioner 
which would overcome any antagonism on the 
part of the medical profession and those who have 
private laboratories. We have had protests from 
private laboratories. Twenty or thirty years from 
now I hope that we will not have protests from 
practicing physicians or from private laborato- 
ries. 


Dr. W. L. Heizer, Bowling Green, Ky.—There 
hes been a great deal of discussion about how 
many or how few examinations should be done 
in a state board laboratory. As has been sug- 
gested there have been protests from private 
laboratories, inspired objections from chambers 
of commerce and criticisms from practicing phy- 
sicians because it is claimed the state laboratory 
was taking business and therefore money returns 
from them to whom it properly belongs. 

In Kentucky we have a very simple formula 
by which all of these objections automatically 
disappear. All of the equipment of our state 
laboratory and the salaries paid to its directors 
and assistants have been paid for by the people 
of Kentucky, who are rightfully entitled to all 
of the products of such a laboratory. We believe 
that the ultimate function of the State Board of 
Health of Kentucky is the protection of the lives 
of the public. It is the ultimate purpose of all 
the activities of all the bureaus of our State 
Board of Health to conserve and preserve the 
health and lives of the whole people. We there- 
fore make examinations of all of the discharges 
of the human body, of all the water supplies of 
any citizen of Kentucky free of charge, believing 
that it is their right. 

For example, if a urinalysis is made showing 
that a patient is suffering from an attack of dia- 
betes or Bright’s disease, even though it be not 
a preventable disease, such an examination may 
be the cause of prolonging or saving that per- 
son’s life, and is of immense educational value 
to the public, for they are thereby taught that 
their condition has been known by instruments 
of preeision in the hands of experts. 

We do not seek to limit the number or kinds 
of examinations in the bureau of bacteriology or 
in the laboratory of the bureau of sanitary en- 
gineering, but on the other hand, through the 
co-operation of women’s clubs, the Y. M. C. A.. 
the public press, the bulletins of the board and 
the newspapers, we seek to have every one make 
use of our equipment. 

In this way we do not fear to go before our 
state legislature over the protest of private lab- 
oratories or of other people who would be hurt 
financially by the exercise of the proper fune- 
tions of the laboratory of the hoard. which is 
the property of the people of Kentucky. 
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SURGERY, GYNECOLOGY, OBSTETRICS AND 
GENITO-URINARY DISEASES 


CANCER OF THE MOUTH AND 
TONGUE WITH SPECIAL REFER- 
ENCE TO METASTASES IN 
THE NECK.* 


By J. SHELTON Horsey, M.D., F.A.C.S. 
Richmond, Va. 


The region of the tongue and mouth is 
peculiarly favorable not only for the de- 
velopment of cancer, but for its rapid 
growth. While the direct cause of cancer 
is unknown, irritations and constant small 


_ traumas are among the most prominent 


predisposing causes. The use of the mouth 
in masticating food, the impact of the 
buccal mucosa against the teeth in speak- 
ing, together with the wide range of mo- 
tion of the tongue, and lips, fulfill the re- 
quirements of a predisposing cause for 
cancer based upon the theory of constant 
irritation. 

Cancer of the mouth and tongue is usu- 
ally the spinal cell type of squamous cell 
cancer and does not differ under the mi- 
croscope from this type found on the 
skin of the face. In the latter sit- 
uation squamous cell cancer even of the 
spinal type often remains stationary in 
growth for years. When it has once 
broken thrcugh the subcutaneous tissue, 
progress is rapid. Cancer of the tongue 
or mouth, however, has a more rapid 
course from the beginning and its tendency 
to fatal issue cannot be checked except by 
intelligent methods of local destruction of 
the cancer cells. 

The cause of this difference in prog- 
nosis between cancer of the mouth and 
tongue and cancer of the face is in all 
probability due to the fact that the 
mucous membrane is thinner and softer 
than the skin and that its connective tis- 
sue layer is more readily penetrated by 
the cancer cells. In the skin the corium 
is thick and dense and holds off the inva- 
sion of cancer cells for a longer time. The 


*Read in Section on Surgery, Southern Med- 
ical Association, Ninth Annual Meeting, Dallas, 
Texas, Nov. 8-11, 1915. 


difference in the inherent virulence of 
spinal cancer cells which attack these two 
regions is probably but slight. 

The biological treatment of cancer has 
proved a failure. Mice are particularly 
susceptible to cancer, and the course of 
this disease in mice is quite similar to 
its course in man. They have been expe- 
rimented upon extensively both by the 
serum treatment, in which it is attempted 
to produce antibodies in another animal 
and then introduce them directly into the 
victim of cancer; and by vaccination, in ~ 
which the antibodies are supposed to be 
produced in the body of the host by the 
injection of attenuated cancer cells. Clin- 
ically, Fichera, an Italian, and Stammler, 
a German, have reported a few cases in 
which good results were obtained by the 
vaccination method. Berkeley, of New 
York, has also employed the vaccination 
method by the injection of the nucleopro- 
teins from cancerous tissue and has seen 
benefit from this. On the whole, how- 
ever, these successes are so rare as not to 
warrant an effort to adopt their use as the 
sole means of combating cancer. The 
constitutional use of chemicals such as 
selenium or colloidal copper has also 
tailed. 

The local treatment of cancer, either by 
operation or by cauterization, still stands 
the test. Improved methods of extensive 
block dissection and the use of low degrees 
of heat applied for a long period of time 
should give better results even in ad- 
vanced cases than have ever been attained 
heretofore. 

This paper is based on a series of eight 
cases of cancer involving the tongue or 
mucous membrane of the mouth. In one 
of these cases the point of origin seemed 
to be just beneath the mucous membrane 
in what was probably a dermoid growth in | 
the sub-maxillary gland, which must have 
furnished the mucous membrane or the 
epithelial elements that produced the 
growth and its metastases. The micro- 
scopic picture in this case is similar to 
that of other cancers which develop from 
the common mucosa of the mouth. For 
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HORSLEY: CANCER OF THE MOUTH AND TONGUE 


this reason the case is included in this 
series, and for the further reason that 
it is a very malignant type and illustrates 
the hopelessness of attempting anything 
but the most radical work in cancer of 
this kind as well as the need of excising 


Fig. 1, Case 2, Mr. S. 


Photo-micrograph of metastatic cancer of lym- 
phatic gland in neck. X-125 diameters. 


such growths before frank malignancy 
begins. These eight cases comprise all 
of this nature that I have operated upon 
during the past four years. Malignant 
growths of the bone such as sarcoma or 
epulis, as well as early or doubtful lesions, 
are not included. They are all advanced 
cases and seven are late cases with either 
pronounced involvement of the glands of 
the neck or marked recurrence following 
some previous. operation or incision for 
microscopic section. All were white; 
Seven were male and one was female. The 
ages varied from forty to eighty-one years 
at the time of operation. 


CASES. 


Case 1—Captain J. W. J., white, male, aged 79 
years. Cancer of the left side of the face about 
ala of the nose, involving the mucosa of the mouth 
by extension. Cancer ‘had been previously re- 
moved by a paste and he was well for more than 
a year. It returned and grew rather rapidly. 
Operation December 2, 1911. Anesthetic, ether 
by inhalation. Block dissection of the sub-max- 
illary space on the left side. Excision of the 
cancer en masse. Satisfactory recovery, though 
with considerable retraction of the lip. Second 


_ currence. 
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operation February 17, 1912, under local anes- 
thetic. Plastic operation on mucous membrane 
to overcome retraction resulting from the pre- 
vious excision. The patient, when seen in May, 
1915, was in good condition with no signs of re- 
In letter under date of September 17, 
1915, he writes that there is no sign of any “re- 
turn of the disease.” The patient is now 83 years 
old. 


Case 2.—Mr. J. W. S., white, male, aged sixty 
years; rather stout, and a moderate user of al- 
cohol; bad surgical risk. Sore developed on lip 
in September, 1911, about seven months before 
admission to the hospital. This grew rapidly 
and involved more than half of the lower lip, par- 
ticularly on the mucous surface. No previous 
treatment except X-rays. Besides the cancer of 
the lower lip there was an enlarged gland in the 
left sub-maxillary space which was fixed to the 
periosteum. April 18, 1912, block dissection of 
both sub-maxillary spaces was done. Ether by 
inhalation. Some periosteum, to which a cancer- 
ous gland on the left side was attached, was in- 
cluded. The wound was mopped with pure car- 
bolic, followed by alcohol. Eight days later two- 
thirds of the lower lip was resected under local 
anesthesia. Lateral incisions were made at each 
angle of the mouth to aid in reconstructing the 
lower lip. Recovery satisfactory. Microscopic 


Fig. 2, Case 3, Mr. H. 


Photo-micrograph of metastatic cancer of lym- 
phatic gland of the neck. Very cellular can- 
cerous tissue fills the whole gland. X-125. 


examination showed squamous cell cancer of 
spinal cell type. November 4, 1912, the patient 
returned with an enlarged gland about the mid- 
dle of the sternomastoid muscle on the left side. 
Crile operation with block dissection was done 
on the left side. Anesthetic, ether by inhalation. 
Patient examined October 29, 1915. There is no 
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sign of recurrence. He says his general health 
has been good since the last overation. 


Case 3.—Mr. J. F. H., white, male, aged about 
forty years. History of no importance except 
fifteen years ago he noticed a little lump in the 
region of the right sub-maxillary gland. This 
was hard and painless, but since February, 1912, 


Fig. 3, Case 4, Mr. H. 
Photo-micrograph of cancer of tongue. X-90. 


has grown rapidly and there has been involve- 
ment of the glands down the neck on the right 
side almost to the clavicle. No lesion of the 
mucous membrane, only the lump near the-sub- 
maxillary gland. On account of the history of 
fifteen years’ duration and the positive response 
to a von Pirquet test, the diagnosis of tubercu- 
lous glands in the neck was made. Operation un- 
der ether by inhalation May 15, 1912. -The origi- 
nal growth and a chain of glands were removed ac- 
cording to the usual technique for excision of 
tuberculous glands. A section made of the glands 
after the operation showed typical cancer, ap- 
parently of the squamous cell type. The opera- 
tion was not done as thoroughly as it would 
have been done if I had known the growth to be 
cancer. Recurrence was rapid. Second opera- 
tion under ether by inhalation September 12, 
1912. Crile’s block dissection was done on the 
right side of the neck, including the sub-maxil- 
lary space. There was rapid recurrence and the 
patient died on March 25, 1913, a little more than 
six months after the last operation. The history 
of this case and the presence of the original tumor 
near the sub-maxillary gland where tuberculosis 
often occurs were very deceptive. The original 
growth very probably started from a small der- 
moid tumor containing mucosa or similar epi- 
thelial elements, which underwent malignant de- 
generation. 


Case 4.—Mr. W. H., white, aged fifty-six years. 
The patient had had leukoplakia of the tongue. 


There was a suspicious growth on the left side 
of the tongue. An incision had been made by an- 
other surgeon and tissue removed for microscopic 
examination. After diagnosis of malignancy, the 
diseased portion of the tongue was excised. 
There was never any recurrence in this portion 
of the tongue after this operation, but a few 
months later a hard gland appeared about the 
middle of the sternomastoid muscle on the left 
side of the neck. Crile operation of block dis- 
section in the left side of the neck, including the 
sub-maxillary region, was done under ether by 
inhalation on January 24, 1913. There was never 
any further trouble with. the left side of the 
tongue or with the left side of the neck, but sev- 


‘eral suspicious patches appeared on the right side 


of the tongue, and from April 5, 1913, to January 
26, 1914, three operations were done under local 
anesthetic on the right side of the tongue. 
In two of these instances the microscopic 
examination showed typical squamous cell 
cancer of spinal cell type.* In May, 1914, 
enlarged glands appeared on the right side of 
the neck, and on May 31, 1914, under chloroform 
anesthesia, a complete block dissection was done 
on the right side of the neck and sub-maxillary 
region except the internal jugular vein was left. 
Both the external jugulars had been cut and the 
left internal jugular had been excised in the 
previous operation, and it was thought best not 
to remove the right jugular under the circum- 


Fig. 4. Case 4, Mr. H. 
Photo-micrograph of metastatic cancer in the 
glands of the neck. X-90. 


stances. On September 8, 1914, a small nodule 
of cancer was removed from the right side of the 
tongue under local anesthetic. Since that time 
he had no evidence of recurrence on his 
tongue, and there had been no evidence of 
recurrence on the right or left side of the neck 
from that time until his death on February 26, 
1915. A few weeks before he died Dr. L. F. 
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Barker, of Johns Hopkins, examined him and I 
saw him about the same time. On account of the 
‘extensive operations on each side of the neck, 
expectoration was difficult, and he had an irritat- 
ing cough. The cough increased with expectora- 
tion of some blood. From the history of the case 
the cause of death would seem to be probably 


Fig. 5. Case 4. Mr. H. - 


Photograph of specimen of block dissection of the 


neck removed from Case 4. Note the pointer 
in the internal jugular vein. See Figs. 3 and 4. 


central broncho-pneumonia. No post mortem was 
held and no lesion of cancer could be demon- 
strated, though the family physician thought that 
cancer was the cause of death. While, under the 
circumstances, I can not class this case as one 
who was cured of cancer, or as absolutely free 
from recurrence, at the same time examina- 
tions made independently by Dr. Barker and 
by me failed to disclose any cancer a short time 
before the patient’s death, and it would be equally 
unfair to say that the patient died with a recur- 
rence. 


Case 5.—Mrs. E. J. S., white, female, aged forty- 
seven years. A small lump began within the 
mouth on the left side about an inch behind the 
corner of the mouth in August, 1913. This lump 
became ulcerated and would not yield to treat- 
ment. In January, 1914, she was operated upon 
by another surgeon. About two months later she 
noticed a local recurrence which grew rapidly. I 
operated upon her May 14, 1914, under rectal anes- 
thesia. A block dissection was made in the sub- 
maxillary region on the left side. The growth 
in the cheek was then excised with the Paquelin 
cautery, going well into healthy tissue. On June 
4, 1914, under rectal anesthesia, a flap was brought 
down from the forehead with transplantation of 
the anterior temporal artery. Most of this flap 
sloughed off because of too much arterial nutri- 
tion with insufficient venous outflow, but about 
one-third of it remained. On June 27th, under no- 
vocaine, a further plastic operation was done, and 
on July 3, 1914, and again on September 17, 1914, 
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. of the mouth during Christmas, 1913. 
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the defect. These were fairly satisfactory. At 
that time there was no evidence of recurrence. 
A few months later, however, I heard from her 
family physician that there was a recurrence. 
She did not return to me, but at the suggestion 
of some relatives went to one of the advertising 
cancer cures. She died on June 5, 1915, from re- 
currence. 

Case 6—Mr. H. T. B., white, male, aged fifty- 
eight years. The patient noticed a small lump 
on the left side of the mouth between the base 
of the tongue and the alveolar process in the floor 
It was 
lanced and, as it was thought that it had started . 
from a tooth, several teeth were extracted. Jan- 
uary 11, 1914, he went to a: prominent surgeon in 
one of the large northern hospitals, who removed 
the lesion with a cautery. In about three weeks 
there was a recurrence and a large quantity of 
radium was used by another surgeon. In March, 
1914, the surgeon who first operated performed a 
more radical operation, doing a block dissection 
of the left sub-maxillary space, taking out a 
part of the floor of the mouth and part of the 
left side of the tongue. The periosteum was 
also removed from the bone. A recurrence oc- 


Fig. 6. Case 5, Mrs. S. 


Condition two weeks after operation for removal 
of recurrent cancer of the cheek. 


curred shortly after the operation, and the pa- 
tient came to me on July 10, 1914. Cancer had 
recurred in the floor of the mouth and in a por- 
tion of the alveolar process of the lower jaw. 
Part of this bone was necrotic. Pus and saliva 
in large quantities were flowing from the external 


plastic operations were done in an effort to close wound. On July 11, 1914, I operated upon the pa- 
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tient under rectal anesthesia, removing the left 
half of the lower jaw and excising the tissues 
in this neighbofhood. The raw surface was cau- 
terized with Paquelin cautery, followed by car- 
bolic acid and alcohol. On July 17, 1914, there 
was a recurrence in the anterior stump of the 
remaining portion of the lower jaw. The nerves 


Fig. 7, Case 5, Mrs. S. 


Condition after plastic operation, including trans- 
plantation of anterior temporal artery and 
sliding flaps from neck. 


were blocked with novocaine and the alveolar 
process and affected tissue removed. The raw 
surface was cauterized thoroughly with Paquelin 
cautery. On August 23, 1914, there was another 
recurrence in the floor of the mouth. A block 
dissection was done under rectal anesthesia and 
the raw surface thoroughly cauterized with 
Paquelin cautery. A fourth operation was nec- 
essary on October 23, 1914, under rectal anesthe- 
sia on account of recurrence in the chin. The 
tissue was excised and the raw surface was thor- 
oughly cauterized with Paquelin cautery. On No- 
vember 6, 1914, there was a small recurrence 
along the margin of the defect in the upper part 
of the left cheek, and this was removed under 
novocaine and the surface of the wound was 
cauterized with Paquelin cautery. A small no- 
dule of cancerous tissue was removed from the 
same region on December 13, 1914, under local 
anesthesia, and again on January 10, 1915. The 
eighth operation was performed on February 12, 
1915. The left edge of the tongue and the tis- 
sues beneath it were hard and infiltrated. A 
frozen section showed that the infiltrated tissue 


Was cancerous over a considerable area. An op- 
eration to be effective would have taken out all 
of the tongue and surrounding tissue and would 
more than likely have been fatal with but little 
prospect of cure. Consequently, under rectal an- 
esthesia, the Percy cautery was used for forty-two 
minutes. The cautery was inserted through the 
external wound beneath the tongue. The pa- 
tient stood the anesthesia quite well and in a 
few days a good deal of tissue gradually sepa- 
rated from the under surface of the tongue and 
the floor of the mouth. After healing, only a 
small strip of the tongue equivalent to about 
one-fourth of its normal size was left. The pa- 
tient improved both locally and in general health. 
The wound healed nicely and while, of course, 
there was a large opening and it was necessary 
to feed him by a tube, the mouth appeared 
healthy and there was no ulcerated or raw sur- 
face after a few weeks. Considering the despe- 
rate and almost inoperable condition, his im- 


- provement was most gratifying. The patient left 


the hospital on April 14, 1914, and returned at 
intervals for observation. He was anxious to 
have the defect closed and, as there appeared 
to be no signs of recurrence, the ninth operation 


| 


Fig. 8, Case 6, Mrs. S. 
Showing eyes closed and absence of facial 
paralysis. 


was done for closure of the defect under rectal 
eanesthesia on June 5, 1915. A flap was brought 
up from the neck with the skin side inside of 
the mouth and was covered in by sliding flaps of 
adjacent skin containing hair. A small lump 
about one-half of an inch in diameter was found 
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in the floor of the mouth. Frozen section of a 
portion of this tissue showed no Cancer, though 
a celloidin section examined two weeks later 
showed distinct cancer. This tissue was removed 
and the raw surface cauterized. The plastic op- 
eration was completed satisfactorily and the pa- 
tient left the table with pulse of good volume 
and about 104. One hour later, while the pulse 


Fig. 9, Case 6, Mr. B. 
Micro-photograph of recurrent carcinoma in the 
floor of the mouth. X-125. 


was 110 and strong, the heart suddenly ceased 
and the patient died. The death was without 
warning and almost instantaneous. All told, 
there were twelve operations done, nine of them 
by me. During the early stages there was a 
large suppurating mass and the cauterization 
necessary resulted in absorption of necrotic ma- 
terial. These things, together with the numerous 
anesthesias, probably produced a myocarditis, 
though no post mortem was held. 

Case 7—Mr. M. S., white, male, aged fifty- 
eight years. Four months before operation the 
patient noticed a small lump like a blister on 
the inner side of the lower jaw on the inner edge 
of the right alveolar process. This continued to 
grow and was treated for a while by his dentist. 
About the first of August, 1914, tissue was taken 
from the edge of the ulcer and microscopic ex- 
amination made. The patient then came to me 
for operation on August 4, 1914, and was operated 
upon the following day under rectal anesthesia. 
The ulcer involved the floor of the mouth on the 
right side to within a short distance of the tongue. 
An incision was made from the posterior edge 
of the sternomastoid to the midline beneath the 
chin, then upward to the middle of the lower 
lip. A block dissection was done in the sub- 
maxillary region, dissecting the tissue from the 
sternomastoid muscle forward and freeing them 
from below. This was completed and the tis- 
sues were left attached to the anterior portion of 
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the right half of the lower jaw about opposite 
the lesion. The lip was then cut through to the 
bone and the lower jaw divided in the middle line 
with a Gigli saw. The two halves of the lower 
jaw were then widely separated and the floor 
of the mouth was cut through with a Paquelin 
cautery, going well beyond the edges of the ulcer 
which had been cauterized at the beginning of 
the operation with the Paquelin cautery. With a 
Gigli saw the bone was again divided about half- 
way between the angle of the jaw and the chin 
and everything taken out in one mass. The pa- 
tient made a satisfactory recovery, though he 
had a slight secondary hemorrhage from the 
stump of the bone about the sixth day. He was 
apparently in good condition until April, 1915, 
when an.abscess, accompanied with considerable 
pain, developed in the region of the stump of 
bone in front of the angle of the jaw. This was 
opened and pus evacuated, but it did not heal 
promptly and the swelling continued. A _ piece 
of tissue was taken from the sinus with a ute- 
rine curet and microscopic examination showed 
cancer. On April 30, 1915, under rectal anes- 
thesia, the Percy cautery was used thoroughly 
for one hour and ten minutes. This was followed 


Fig. 10, Case 6, Mr. B. 
Condition just before plastic operation for closure 
of defect. 


by considerable swelling and a very extensive 
sloughing. The defect, though large, was not as un- 
comfortable to the patient as would be expected. 
For recurrence at the lower side of the tongue, 
he tried one application of X-ray from a Coolidge 
tube, but as the growth continued, the third op- 
eration was done July 12, 1915, also under rec- 


= 
| 
XU 


518 SOUTHERN MEDICAL JOURNAL 


tal anesthesia. The tissue was cauterized for ten 
minutes with Percy cautery and -then the cau- 
terized area excised. The raw _ surface 
was again cauterized for about thirty min- 
utes with the Percy cautery. There was a small 
recurrence on the posterior margin of the stump 
of the bone and a fourth operation was done on 
July 31st, 1915, also under rectal anesthesia. A 
luinp appeared just in front of the sternomastoid 


Fig. 11, Case 7, Mr. S. 
Photo-micrograph of recurrence of cancer in floor 
of the mouth. X-125. 


muscle, the tongue and surrounding tissue being 
apparently healthy. Under rectal anasthesia a 
fifth operation was done on September 2nd, and 
a recurrent lump was treated with Percy cautery 
for forty-five minutes. Under rectal anesthesia 
the sixth operation was done on October 19th, 
1915. The skin was not involved and was incised 
with a knife and a mass in the posterior part of 
the left sub-maxillary fossa, which was about an 
inch in diameter, was exposed. It was excised 
with Paquelin cautery and the tissues in the 
neighborhood were thoroughly cauterized with 
Percy cautery for thirty minutes. The patient at 
present is doing well and, in my judgment, has 
a chance for permanent cure, though, of course, 
the chance is not a big one. His condition, how- 
ever, is infinitely better than could have been at- 
tained by repeated extensive dissections. In this 
patient, too, prompt examination of any suspi- 
cious granulating surface was made under frozen 
section, which was followed by operation when 
sections showed cancerous tissue. (Note.—He 
died of recurrence April 2, 1916, no further opera- 
tions being done.—J. S. H.) 


Case 8—Mr. J. M. B., white, male, aged eighty- 
one. The patient had cancer of the left side of 
the tongue, which has been increasing in size for 
the last three months. The lesion was‘an ulcer 
with overhanging edges, rather typical of spinal 


squamous cell cancer. On account of his age it was 
thought unwise to give a general anesthetic and 
the tongue was infiltrated with novocaine poste- 
rior to the lesion. The growth was excised en 
masse and the raw surface cauterized thoroughly 
with Paquelin cautery: No glandular involve- 
ment could be demonstrated, and on account of 
his age it was thought best to be contented with 
a local excision, especially as glandular meta- 
stasis is infrequent in the very old. The patient 
was operated upon on September 22, 1914. He 
was examined October 28, 1915, and is well and 
without any signs of recurrence thirteen months 
after operation. 


CANCER OF THE FLOOR OF THE MOUTH 


There are two cases in this series (Nos. 
6 and 7) in which the cancer involved the 
floor of the mouth. The seriousness of 
cancer in this region has been dwelt upon 
by Bloodgood and others. Within the past 
year Bloodgood has called attention to 
this type of cases. He says that only one 
case of cancer involving the floor of the 
mouth that has been operated upon at 
Johns Hopkins Hospital is well and free 
from recurrence. One of two methods 
must be used, either a block dissection in- 
cluding a section of the lower jaw and 


dunt. 


Lan 


Fig. 12, Case 7, Mr. S. 


Drawing of block dissection. The specimen has 
been partially dissected to show the struc- 
tures. 


preferably done with the Paquelin ‘cau- 
tery, or a removal of the section of the 
lower jaw followed by application of the 
Percy cautery. No treatment is likely to 
be beneficial in this region unless a por- 
tion of the lower jaw is removed. The 
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problem is similar to that of an old empy- 
ema. If the block operation is done ex- 
tensively enough to remove the cancerous 
tissue, which readily infiltrates in the 
loose areolar tissues of the floor of the 
mouth, a large suppurating cavity will 


Fig. 13, Case 7, Mr. S. 
Showing effect of Percy cautery on recurrence. 


be left which will result in a permanent 
fistula. If recurrence is treated by the 
Percy cautery, as was done in some of 
the recurrences in the two cases men- 
tioned, there still must be an outlet for 
the necrotic material, and eventually there 
will be the-same cavity to close as would 
occur after a block dissection. After the 
tissues have healed, a plastic operation 
with grafting of a rib to fill the defect 
should overcome much of the deformity 
caused by resection of the jaw. 


MICROSCOPIC EXAMINATION. 


Bloodgood has frequently called atten- 
tion to the necessity of a surgeon who 
does much cancer work being himself ac- 
quainted with the laboratory examination 
of tissues. The proposition can hardly 
be refuted that, other things being equal, 
the surgeon who follows the tissues he re- 
moves through the laboratory and gets a 
mental image of the appearance of the 
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cells and the histological arrangement of 
the tumor is better fitted to operate upon 
cancer successfully than the surgeon who 
does not. He may recall the mental im- 
age of the histologic picture when he 
feels or sees a tumor that resembles the 
growth he has removed and examined un- 
der the microscope. If microscopic exami- 
nation is necessary for diagnosis, operation 
should follow immediately if cancer is 
found’ and not after an interval of a few 
days or even a few hours. 

The great: value of a frozen section in 
this series of cases has been to identify 
points of recurrence in the granulating 
surface where the healing process has 
overshadowed the picture of malignancy. 
Here a piece of tissue taken from the sus- 
picious area can be examined by frozen 
section, and if cancer is present, opera- 
tion by either excision or cauterization is 
done at once. If, however, the process 
were permitted to continue until the gross 
appearance of cancer were evident prob- 
ably nothing could be done. Such 
temporary success as has. been ob- 


Fig. 14, Case 8, Mr. B. 
Photo-micrograph of carcinoma of the tongue. 
X-145. 
tained in treating the two cases of 
cancer of the floor of: the mouth 
(cases 6 and 7) was due to this use of the 
frozen section. These patients must have 
been abandcned as utterly hopeless if we 
had waited until the cancerous process 
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was entirely evident to the naked eye. 
There was one stage in each of these pa- 
tients at which the recurrence was so 
rapid that operation by excision did not 
seem justifiable and here the Percy cau- 
tery gave gratifying results. 


ANESTHESIA. 


Operations in this series were done un- 
der both local and general anesthesia, 
general anesthesia being employed except 
when there was a small local recurrence. 
When a local anesthetic was used care 
was taken to block off in the healthy tis- 


Fig. 15, Case 8, Mr. B,. 
Drawing of carcinoma of tongue showing condi- 
tion before operation. 


sue and not to insert the needle into the 
cancerous or suspicious area. In the first 
four cases ether was used by inhalation 
with one exception, where, on account of 
a tendency to bronchitis, chloroform was 
administered. In case 8, who was eighty- 
one ‘years old, local anesthesia was em- 
ployed. Cases 5, 6 and 7, each of whom 
was operated upon several times, had rec- 
tal anesthesia whenever a general anes- 
thetic was administered. This was given 
by the Gwathmey method and has many 
advantages. The operator is not bothered 


with the interference of the mask, the cau- 
tery can be used without danger of igni- 
tion, the anesthetic can be given in the 
room, doing away with psychic disturb- 
ances, and there is none of the fear of 
suffocation that often occurs when inhala- 
tion anesthetic is given to patients who 
have lesions in the mouth, even though 
administered by an expert. 


CAUTERIZATION. 


The raw surface in the neck after most’ 
operations was not only cleaned at inter- 
vals with salt solution to prevent a lodg- 
ment of loose cancer cells, but at the end 
of the operation portions or all of the 
wound were swabbed out with pure car- 
bolic acid followed by alcohol. In one in- 
stance in which it was not thought wise 
to remove the internal jugular because 
the veins on the opposite side of the neck 
had been removed, the internal jugular 
was mopped carefully with carbolic acid 
tollowed by alcohol. In recurrent cases 
about the mouth and floor of the mouth, 
where block dissection seemed to give but 
little hope, the Perey cautery was used. 
This was applied five times in case 7 and 
in case 6 cnce as a last resort after it 
seemed that nothing could be done by op- 
eration. The results were very striking. 
Where the tissues are dense, as after pre- 
vious operation or recurrences, the Percy 
cautery should first be applied for ten 
minutes, the tissue excised, and the cau- 
tery again applied for at least thirty min- 
utes to the raw surface left by the ex- 
cision. This secures much deeper pene- 
tration thar can be had in any other way. 
So far as I know, these are the first cases 
in which the Percy cautery, which was de- 
vised for the treatment of uterine cancer, 
has been used in cancer of the face and 
neck. At a low degree of heat, as Percy 
insists, the tissues are coagulated and the 
neat penetrates widely. In the selective 
zone which lies outside of the region of 
actual necrosis, cancer cells are destroyed 
by a degree of heat about 115 F. if main- 
tained for twenty minutes, which will not 
destroy cells of normal tissue. The Percy 
cautery, then, besides its actual destruc- 
tive effect, has the advantage of sealing 
the capillaries and of destroving cancer 
cells in a zone where normal cells are not 
affected. These destroyed cancer cells 
may have the additional advantage of act- 
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ing as an autogenous vaccine. While the 
biological treatment of cancer has not 
been encouraging, the few good results 
that have been obtained almost invariably 
followed some type of vaccination. 


RESULTS. 


Summarizing the results of the eight 
patients, all were advanced cases and 
seven were late cases with either a recur- 
rence from a previous operation or in- 
cision or marked involvement of the 
glands of the neck. Three had koth re- 
currence and glandular involvement. Four 
of the eight cases are living today 
(November, 1915). Of these, three 
are in good health and without any 
signs of recurrence for periods of 
thirteen months, three years, and three 
years and eleven months, respectively. 
The remaining patient who is living had 
a recurrence, for which he was operated 
upon four weeks ago. He is now doing 
well and has some chance for permanent 
recovery. Gf the four patients who are 
dead, two (3 and 5) died of recurrence, 
one (case 6) from sudden stoppage of the 
heart an hour after an operation for 
plastic closure of the defect in the mouth. 
As already noted, there was a small re- 
currence here. This patient died with a 
recurrence, but not because of it. An- 
other patient died of an indefinite lung 
lesion. 

The series is interesting if viewed from 
another standpoint. Of the four deaths 
and one patient with a recent recurrence, 
three (cases 4, 6 and 7) had had an in- 
cision for diagnostic purposes with opera- 
tion done several days later and two 
(cases 3 and 5) had incomplete onera- 
tions followed by rapid recurrence. Many 
lives are stil! needlessly sacrificed because 
of the failure to apply well known patho- 
logical facts about cancer to the treatment 
of this disease. Bloodgood has called at- 
tention to the unfortunate practice of ex- 
cising a piece of tumor for microscopic 
examinatior and operating a few days 
later. This onens the lymvhatics for the 
absorption of cancer cells and should 
never be dene unless radical operation can 
tollow immediately. Before any prelim- 
inary incision is ‘made, the patient should 
be prepared for radical operation and 
there should not be an interval of more 
than a few minutes between the time of 


such an incision and the beginning of the 
radical operation. The practice of “pop- 
ping out” glands in the neck is almost 
equally disastrous. If the glands are to 
be removed, this should be done in a block 
dissection, taking fat, fascia, glands and 
muscles in one mass. 

Of the three patients who are now well 
and free from recurrence for from one 
year to nearly four years, the primary 
cperation was done by me in two of these 
cases, and in the third, recurrence fol- 
lowed the application of a paste. While 
a paste is frequently unsatisfactory even 
in skin cancer, it does have the advantage 
of closing the lymphatics like a cautery 
instead of leaving them open for the ab- 
sorption of cancer cells as is the case 
Ping an incision or an incomplete opera- 
ion. 

To sum up the results of a preliminary 
incision, in none of these three patients 
that are now living and who have been 
free from recurrence for from over one 
year to nearly four years was there a pre- 
liminary incision made, but in the five 
remaining cases, four of whom are now 
aead and one who has had a recent recur- 
rence, a preliminary incision or incom- 
plete operation was done in each instance 
from several days to several weeks before 
the radical operation was undertaken. 


DISCUSSION. 


Dr. James Edwin Thompson, Galveston, Tex.— 
I have been asked to open up the discussion of 
this paper, but I have not been able to read an 
abstract of the paper beforehand, consequently 
in my preparation for the discussion I was un- 
able to determine beforehand what direction my 
remarks would be expected to take. I have 
brought with me a number of lantern slides il- 
lustrating the lymphatic flow from the tongue 
into the glands of the neck. Fortunately for me, 
the essayist has left considerable room in this 
direction, and therefore I feel that I may, with 
advantage to you and with comfort to myself, 
spend my time entirely in this branch. 

The first picture that I shall show you shows 
the superficial lymphatics of the dorsal surface 
of the tongue. I want you to notice the anterior 
half of the tongue and the region of the tip. You 
will see that the lymphatic vessels are very nu- 
merous, forming a very dense meshwork and 
anastomosing freely from side to side across the 
medium raphe. In the middle half of the tongue, 
we can see them at the edges, arranged in par- 
allel lines which pass backwards on either side 
of the circumvallate papillae. At the apex of the 
circumvallate papillae three or four vessels pass 
backward toward the foramen caecum and 
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thence over the side of the posterior third of the 
tongue to encircle the tonsils of each side. The 
greater part of the posterior third of the tongue 
is very poorly provided with superficial lymphat- 
ics. It must be emphasized that all the mucous 
lymphatics on both sides of the body of the 
tongue communicate with one another and that 
they can all be injected at a single puncture. On 
the other hand, the lymphatics at the base—that 
is, of the posterior third—have few communica- 
tions with one another and require several punct- 
ures before they can all be injected. 

The deep lymphatics of the tongue may be 
divided into four sets: (Poirier). First, the an- 
terior or apical group; second, the lateral or 
marginal group; third, the posterior or, basal 
group; fourth, the median or central group. It 
is not my intention to describe these groups in 
detail, but the next lantern slide gives a very 
good representation of the general direction in 
which these lymphatics run. The apical trunks 
run downward and forward in the sides of the 
frenum, passing behind the posterior surface of 
the lower jaw, perforating the mylo-hyoid muscle 
and terminating in the supra-hyoid lymphatic 
glands. Usually some of these channels pass 
in another direction and this is important. In- 
stead of piercing the mylo-hyoid muscle, they 
pass between the genio-hyoglossus and the mylo- 
hyoid, across the digastric space, over the great 
cornu of the hyoid bone, terminating directly into 
a gland which is situated on the interior jugular 
vein just above the point where it is crossed by 
the omo-hyoid muscle. 

The marginal trunks are divided into two 
groups, the external and the internal. The ex- 
ternal trunks perforate the mylo-hyoid muscle 
and terminate in the anterior sub-maxilary 
glands. The internal trunks run downward and 
outward on the external surface of the hyoglos- 
sus and thence into the glands of the internal 
jugular chain. As a rule, the more anterior the 
trunks, the lower down the jugular they pass. 
It is along these trunks that some glandular 
nodules have been met. One of them is very 
constant. It is situated on the outer surface 
of the hyo-glossus muscle in close connection 
with the lingual vein. I have, in one instance, 
seen secondary cancerous deposits in this nodule. 

The basal trunks are derived from the rich 
network which surrounds the circumvallate papil- 
lae. They creep underneath the mucous mem- 
brane at the base of the tongue and pass deeply 
in the sub-tonsilar region, very often passing 
through the super-constrictor of the pharynx, and 
terminating in a large gland (jugulo-digastric) 
placed on the internal jugular vein beneath the 
posterior belly of the digastric muscle. This 
gland is the same which receives the posterior 
flow of the marginal trunks also. It is by far the 
most important of the deep cervical glands in 
connection with cancer of the tongue. It has re- 
ceived many names. It has been called by Leaf 
the “jugulo-digastric gland,” by, Kuttner the 
Haupt-ganglion, and by other writers the tonsillar 
gland. 

The central trunks arise from the middle part 
of the body of the tongue and descend in the 
middle line between the two _ genio-hyoglossus 
muscles. They pierce these muscles at their 


posterior extremities ang come to lie between 
them and the genio-hyoglossus muscles. They 
then follow the deep surface of the myo-hyoid 
and appear in the sub-maxillary space; thence 
they pass over or under the pulley of the digas- 
tric muscle, and terminate in the glands of the 
internal jugular chain. Some of them end in the 
jugulo-digastric gland; others in the gland lying 
just above the omo-hyoid muscle. 

It will be seen from the above description that 
cancerous growth of the tongue is very likely to 
affect all the lymphatic glands of the affected 
side of the neck if the tumor grows long enough. 
It will also be seen that all the trunks, except 
the basal trunks, have channels which open di- 
rectly into a gland which is situated on the jugu- 
lar vein, where it is crossed by the omo-hyoid 
muscle. The apical group opens mainly into the 
supra-hyoid, but some channels pass directly into 
the above-mentioned supra-omo-hyoid gland. The 
marginal group opens mainly into the sub-max- 
illary lymphatic gland, but most of them into the 
glands of the internal jugular chain. 

During the growth of cancer it is very likely 
that these groups will be affected sooner or later, 
and it is a very unwise procedure to take it for 
granted that only one group of glands is likely 
to be affected with secondary deposits. There- 
fore, it becomes incumbent upon the operator to 
remove all the lymphatic glands on the affected 
side. Great care should be taken to expose thor- 
oughly the region of the accessory glandular 
nodules, as this may be affected, and in some in- 
stances may be as large as a peanut. Personally, 
I have removed one situated on the anterior 
surface of the hyo-glossus muscles that was as 
large as an average peanut. The necessity of re- 
moving the glands on the sound side is, to my 
mind, very urgent. Within the last few years I 
have seen two cases in which recurrence made 
its appearance on the sound side, in both in- 
stances appearing in the jugulo-digastric gland as 
the center. In both these instances there was 
recurrence on the sound side, either in larynx or 
in the tongue, or in the neck, although both op- 
erations were very extensive, necessitating the 
removal of one-half of the tongue, the tonsil, a 
part of soft palate, a part of wall of pharynx, 
and very complete removal of the glands on the 
affected side, preceding the operation on the 
tongue. 

I have lately seen a case operated on by an- 
other surgeon where a very clean operation on 
the tongue and glands on the affected side was 
followed by recurrence in the lower part of the 
neck, presumably in the supra-omo-hyoid gland. 
There were no signs of recurrence at the original 
site of operation, but the neck scar showed that 
the glands had been removed from the upper 
portion of the neck only. It is, therefore, my 
firm opinion that nothing short of removal of 
lymphatic glands from both sides of the neck 
will hold out hopes of final freedom from this 
disease. 

Lastly, I should like to emphasize some points 
in reference to the local removal of the disease. 
I believe, in most instances, that it is not neces- 
sary to remove the whole tongue; in other words, 
that removal of one-half the tongue, if this is 
done thoroughly, will give freedom from local 
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recurrence. This removal, however, must be a 
thorough one. It must include all the muscula- 
ture of the tongue as far down as the hyoid bone. 
I had the misfortune of seeing a recurrence in one 
of my cases, where I had failed to remove all 
the muscles of the affected side of the tongue, 
owing to my wish to avoid undue mutilation. 
The patient suffered with a cancer of the lateral 
aspect of the tongue, about the middle. It was 
comparatively localized and I decided to remove 
it by Whitehead’s operation. I completed the 
whole operation at one sitting. I performed a 
very extensive operation on both sides of the 
neck and removed all the lymphatic glands. I 
did not open the buccal cavity from below. After 
the wounds of the neck had been closed I re- 
moved one-half the tongue, as completely as pos- 
sible, by the intra-buccal operation. The patient 
did fairly well, but about ten months after the 
primary operation presented himself to me with 
a recurrence of the growth in the sub-maxillary 
region on the affected side. Examination showed 
that this growth was in the stumps of the mus- 
cles left behind. It was adherent to the side of 
the jaw and was comparatively localized. The 
patient refused further operation. I am convinced 
that, in this particular case, if I had opened the 
buccal cavity and removed the whole of the mus- 
cles of the affected side of the tongue that the 
recurrence would not have happened. 


Dr. George T. Tyler, Greenville, S. C.—I think 
Dr. Horsley has shown the importance of a very 
radical operation. One thing that has impressed 
me: The almost impossibility of getting it all 
at one time. 

I recall with a good deal of satisfaction a case 
* of cancer of the cheek which I operated upon and 
reported in the Southern Medical Journal of De- 
cember, 1913. I did a block dissection, removed 
all the glands possible, including the sub-maxil- 
lary gland on that side. The patient had a sat- 
isfactory recovery. 

I think that these cases should be watched 
carefully and seen at short intervals after the 
operation. I removed in this case, three times, 
recurrences near the site of the operation, and 
each one of the sections removed showed involve- 
ment of the malignant process. One of these 
specimens (and I am very glad Dr. Thompson 
brought that out), was from the other side of 
the neck. 

In spite of all I could do to keep after this man, 
he developed a recurrence near the site of the 
original operation which he would not allow me 
to remove. Later the wound broke down at the 
line of the incision and he had a sloughing mass 
there. 

Why do these growths recur soon after at the 
site of operation? In doing this kind of work, 
are we thinking about recurrences? In spite of 
that they do come back near the site of the 
original growth. Can it be that in spite of our 
efforts we have not removed enough tissue? I 
do not know. 

I wish to stress the absolute importance of ob- 
serving these patients at short intervals and re- 
moving the recurrences whenever they appear. 
In this case I gave the patient one year of life, 
but I believe I could have cured him had he al- 


lowed me to remove those recurrences as they 
were noticed. 

' Dr. J. L. Jelks, Memphis, Tenn.—I wish to ask 
a question, because I know the essayist and one 
or two others who have discussed this subject 
are very thorough men. | 

A question has arisen in my mind and been 
fixed there for several years that seems to have 
been answered rather contrary to the opinion 
that I have had drilled into me by teacher and 
experience: That secondary or metastasic can- 
cer, following operations in the buccal cavity, 
is extremely unsatisfactory. Now, gentlemen, it 
appears here that some satisfactory reports have 
been made, but I have never seen a secondary 
operation for cancer originating in the buccal 
cavity in the mouth avail anything; and here are 
men that can answer these questions, after thor- 
ough work. Have they gotten permanent results 
at any time following secondary operation? 

Dr. E. C. Samuel, New Orleans, La.—Hearing 
such prominent men as Dr. Horsley ‘and Dr. 
Thompson, of Galveston, talk, we ought to say a 
word about X-ray conditions. Probably neither 
one of them thought of mentioning that. If you 
have the conditions mentioned after operation, I 
think that the patient should be given the chance 
of combined deep therapy and radium if it is 
available, especially radium. Dr. Horsley has 
mentioned one of his cases that had a thorough 
course of radium treatment with a recurrence, 
but do not stop at that one case. Every case 
should be given a chance, if possible, especially 
with deep therapy. 

Dr. Matas makes it a practice that every case 
of carcinoma operated upon is referred to the 
Roentgenologist as soon as possible, to refer him 
to the X-ray department. We are not able to 
follow up the patients far enough, but it is a 
means of giving the patients something, anyway, 
especially if you are going to get a recurrence. 
Give them the chance of thinking there has been 
something done. We may accomplish some good 
and we may not, but if there is a chance let the 
X-ray man give that result, if possible. 


TREATMENT OF SUPPURATIVE AP- . 


PENDICITIS.* 


By SOUTHGATE LEIGH, M.D., F.A.C.S. 
Surgeon in Charge, Sarah Leigh Hospital, 
Norfolk, Va. 


During the past few years appendicitis 
has not received its proper share of at- 
tention at our meetings. This is unwise. 
While it is true that the disease. is well 
understood by the general profession, and 
well handled by the surgeon, yet there is 
still room for improvement in our knowl- 
edge and technique. The death rate has 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
Nov. 8-11, 1915. 
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been greatly reduced, and yet it should 
be lower still. 

We shall attempt briefly to mention a 
few points that it might be to our mutual 
advantage to discuss, and some of which 
offer room for improvement. 

The general practitioner has made great 
strides in prompter diagnosis and advice 
for early operation. 

Improvement can be made, however, in 
the early handling of appendicitis cases. 


DRAINAGE MATERIALS. 

The tubes are made of blue rubber, quite soft and 
yet firm enough not to kink. They are per- 
forated as required. The cross section shows 
exact size and thickness. These tubes are 
made for us by Powers & Anderson, of Rich- 
mond, Va. The rubber dam is in tubes of 3-8 
and 5-8 inches in diameter. The large size 
is used for carrying strips of gauze. 


Cross Section of Tubes Showing Exact Size and 
Thickness. 


Just as soon as appendicitis is suspect- 
ed, the patient’s bed should be imme- 
diately elevated at the head and the pa- 
tient kept on the right side. In such posi- 
tion, if rupture takes place the septic 
fluids will either remain at the site of the 
appendix and become walled off or gravi- 
tate into the pelvis, where they may be 
more safely taken care of by the serous 
membrane, be more conveniently reached 
at the time of operation, and the danger- 
ous region of the upper abdomen will be 
thus safeguarded. 


Either nothing at all should be given by 
mouth, or else only ice, water, and the sim- 
plest forms of liquid nourishment, such as 
egg albumin and broth, the rectum being 
used if need be for water and nourish- 
ment. 


The question of transportation is most 
important, the patient’s shoulders being 
well propped up and inclined to the right 
side. This must be strictly done in all 
carriages, wagons, trains and ambu- 
lances used for the sick. The last named 
should always be equipped with an elevat- 
ing stretcher. Some years ago, being im- 
pressed with the importance of this sub- 
ject, we devised such a stretcher which, . 
together with a bed elevator, are shown 
in the accompanying cuts. 


Cathartics should never be given in ac- 
ute appendicitis. Low enemas may be 
safely used with the patient in the ele- 
vated posture. 


It is our custom when a case of sus- 
pected suppurative appendicitis reaches 
the hospital immediately to place him on 
an elevated bed, on the right side, with 
ice bag applied. The first question for us 
to decide is whether the case demands im- 
mediate operation or a delay of a few 
hours will make any difference. After a 
tiresome trip a delay is often best for the 
patient, the local condition permitting. 
In deciding this point, the white blood 
count is most helpful. If above 15,000, 
we usually operate at once. The degree 
of tenderness, rigidity of the rectus, dis- 
tention and condition of pulse, however, 
all must be considered. 


Except in desperate cases, we nearly al- 
ways give a low turpentine enema. If 
there is delay, the skin is prepared; if not, 
the shaving is done while the anesthetic is 
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ELEVATING STRETCHER. 


The Stretcher is made of iron tubing and covered with canvas. 


There is a simple rachet attach- 


ment which holds the elevation at any desired angle. 


being given and the skin painted with 
tincture of iodine. 

The anesthetic is of major importance. 
In our own clinic we are much attached 
to nitrous oxid-oxygen, which we have 
now used in 2,900 cases, not only without 
mortality, but without any bad effects, 
either direct or indirect. It is especially 
helpful in severe appendicitis, adding 
practically nothing to the shock, produc- 
ing no irritation of the lungs or kidneys, 
and accompanied either by no nausea or 
a minimum amount. In skilful hands it 
seems to be absolutely safe. In the many 
desperate cases where we have employed 
it, it apparently has added nothing to the 
risk. We have frequently resorted to it 
where we would not have dared to give 
chloroform or ether. 

The location of the incision in cases of 
suspected suppurative appendicitis is im- 
portant. Drainage through the old longi- 
tudinal incision leaves a very weak spot 
which nearly always requires operation to 
close. Many surgeons advocate a counter 
opening for drainage. This is often un- 
safe, not affording a sufficiently free out- 
let for the pus. For several years we 
have employed the “transverse incision” 
in these cases. We make the skin and 


fascia cut more or less transversely, then 


BED ELEVATOR AND FOOT REST. 


Bed Elevator is made of two boards 41 inches 
high and 11 inches wide at base, fastened to- 
gether 28 inches apart and notched at inter- 
vals of 5% inches. The notches are to hold 
the lower cross bar of the head of the bed. 
The foot rest is placed at the foot of the 
bed to prevent the patient’s slipping down. 


separate the muscle fibres and stretch the 
wound as wide as may be needed, giving 
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abundance of room for all necessary ma- 
nipulations. 

The drainage materials are brought out 
at the extreme outer end of the wound. 
To bring this drainage opening as far as 
possible to the right requires at times the 
cutting of a few fibres of the muscle. The 
main part of the incision is cleansed thor- 
oughly with bichlorid and sutured layer 
by layer with chromicized catgut, rein- 
forced by a few sutures of silkworm gut. 
This method, even when large tubes are 
used, affords the best of drainage and 
leaves the weak spot so far out that it 
rarely leads to hernia. 

The toilet of the intestines and peri- 
toneum should have the most careful at- 
tention. In that large class of cases where 
there is a small abscess, completely walled, 
with the general peritoneal cavity free 
from infection, the operator should be 
careful to prevent escape of pus. To do 
this, salt pads must be neatly packed 
around in every direction, making a com- 
plete wall protecting the free peritoneal 
cavity. Then only should the adhesions be 
loosened. This loosening must be done 
so gradually that the pus will come out 
slowly and be absorbed by small sponges 
as rapidly as itemerges. When-the pus is 
all out the pus cavity is carefully dried, 
and not until then should the appendix ‘be 
sought for, unless, of course, it is free in 
the abscess cavity. The appendix is tied 
off with chromicized catgut, the stump 
cauterized with pure carbolic and turned 
in (if the tissues will allow) with a purse 
string suture of chromicized catgut. The 
use of non-absorbable material such as silk 
or linen for either ligatures or sutures in 
these drainage cases will often lead to 
troublesome sinuses. 

After the removal of the appendix the 
pus cavity is again dried out and packed 
with tails of gauze passed through rubber 
dam tubes. The dam prevents much of 
the pain of dressings. (See cut.) 

The packing should cover all infected 
surfaces. The salt pads are now removed, 
the drainage materials brought out at 
the outer end of the incision and the wound 
closed as before. 

In large abscesses adherent to the ab- 
dominal wall, where the pus is reached 
extra-peritoneally, while careful examina- 
tion should be made with the fingers in 
the abscess cavity for the appendix, it is 


manifestly unwise to open the peritoneal 
cavity in further search. Such a proced- 
ure would convert a simple harmless con- 
dition into a severe and dangerous one. 

We have always contended for this 
method, though many authorities, espe- 
cially Deaver of Philadelphia, formerly in- 
sisted that the appendix should be removed 
in every case. The most progressive sur- 
geons now advocate the conservative 
course. Statistics show that but few of — 
these cases havea recurrence. It is rarely 
necessary to perform a secondary opera- 
tion, though the _ situation should, of 
course, be explained to the patient. 

The same course should be pursued in 
those cases of large abscesses which are 
non-adherent to the outer abdominal wall. 
They are treated exactly like the small ab- 
scesses, except that if the appendix is not 
readily found it should not be searched 
for further. 

And now we come to consider that very 
important class of cases of suppurative 
appendicitis in which the abscess has not 
been walled off by adhesions, and in con- 
sequence the general peritoneal cavity has 
become infected. The degree of severity 
and the extent of the peritonitis depends 
on the length of time since the rupture, 
the resisting power of the patient and the 
position in which the patient has been 
kept. We could mention a number of 
cases where the “position treatment” was 
followed from the beginning of the attack 
with most helpful results; at operation 
the upper abdomen being found free of 
pus, which had collected only in the pelvis 
and around the appendix. 

In the operative management of these 
cases, the transverse incision must be 
stretched to allow free access to the peri- 
toneal cavity. Incisions are preceded by 
injecting novocaine solution to produce 
“nerve blocking.” The greatest possible 
gentleness is exercised in the handling of 
the tissues. 

No irrigation should be used, but the . 
pus wiped out carefully with sponges. 
After all the pus which is accessible is thus 
cleaned out, pads are cautiously inserted 
and the appendix searched for and re- 
moved, a pad being packed into the site 
of the appendix, which is usually quite 
Girty. The pelvis is often found full of 
pus, which should be removed by 
suction. A large soft rubber tube is 
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passed well down into the pelvis and 
another sligtly smaller up toward the 
liver. Frequently we pack the old 
appendix site with strips of gauze, 
though in some cases we use a third tube 
instead. 
brought out at the outer end of the in- 
cision, which is sutured as described 
before. Gauze wicks are passed down into 
the tubes to facilitate drainage. The 
dressings are securely fastened in place 
to prevent slipping. The patient is put 
io bed, elevated at an angle of from 15 to 
40 degrees, and kept constantly on the 
right side. This position is so arranged 
that the outer openings of the tubes be- 
come practically the lowest point of the 
pelvic and abdominal cavities. We have 
for some years contended for this position 
as against the simple dorsal elevated posi- 
tion, and our experience bears us out as 
to its usefulness and superiority. We 
realize that many good surgeons advocate 
the other position, and yet we believe that 
we have demonstrated that the combined 
elevated and right side position is supe- 
rior. 

Of course in the most desperate cases 
of diffuse suppurative peritonitis the op- 
eration must be performed with extreme 
rapidity, and consists often of simply 
making an opening and putting in large 
tubes, the appendix not even being sought 
for unless it be close at hand. 

In the after-treatment of suppurative 
appendicitis we must divide the cases into 
three classes: the non-adherent abscesses, 
the large adherent abscesses, and those in 
which there is more or less general infec- 
tion of the peritoneal cavity. 

In every case elevation and the right 
side position are a safeguard and help. 

In the first class we give salt solution 
by rectum by the continuous method in a 
small proportion of cases. The packing 
is gradually removed and replaced by rub- 
ber dam, the wound being dried daily and 
made to heal from the bottom. The gen- 
eral treatment is simple. The patients 
requires but little medication. The bow- 
els move without difficulty and liquid nour- 
ishment is begun early. There are neces- 
sarily some adhesions which must be 
borne in mind in dieting and in avoiding 
constipation, both during the stay in the 
— and for several months after- 
ward. 


The ends of the drains are. 
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In the second class, adherent abscesses, 
the treatment is still simpler, the abscess 
cavity being treated by careful irrigation 
and sponging, and kept well open until 
healing is thorough from the bottom. 

’ In the third class, the skill of the sur- 
geon and his assistants is well tested in 


RECTAL INFUSION APPARATUS > 
This consists of an ordinary infusion bottle, regu- 
lating screw, visible dropper, double tubing 
(one branch to allow a gas outlet for the 
bowel), and medium size catheter for the 
rectum. The solution is kept warm by hot 
water bags around the bottle, or better, a hot 
water bag on the tube near the rectum, as 
recently suggested by Dr. Scott, of Texas. 


the details of the after-treatment. Good 
judgment and close and careful watching 
are required both in the local and the 
general handing. While now-a-days the 
greater part of surgical work is done in 
the operating room, here we have a condi- 
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tion in which the post-operative treatment 
is of equal importance with the operation. 

Success in this treatment depends more 
than anything else upon the complete and 
willing co-operation on the part of the pa- 
tients. We find it best to present the mat- 
ter clearly before them, stating the exact 
condition, and making it very plain that 
their life rests practically in their own 
hands. After such a conference between 
patient and surgeon there is usually no 
difficulty from that direction. 

The most tiresome part to the patient 
is the position, but this may be varied a 
little from time to time, and is greatly 
helped by frequent rubbing with alcohol. 

The administration of fluid by the bowel 
has the following good effects: 

1. It so fills up the blood vessels and 
lymphatics of the abdomen and pelvis that 
they do not so readily absorb the septic 
fiuids. 

2. It stimulates and nourishes the sys- 
tem and increases the power of resist- 
ance. 

3. It is a convenient vehicle for the in- 
troduction of medicine and nutriment. 

4. Its use prevents any difficulty in 
moving the bowels. 

Many appliances have been devised for 
this purpose—some more or less compli- 
cated. The one which I shall show you 
is most simple both in get up as well as 
in use. (See cut.) 

For the first six or eight hours we use 
normal salt solution, and then change to 
tap water. If diacetic acid shows in the 
urine at any time we add sodium bicar- 
bonate, one or two ounces, to each pint of 
water. The urine must be frequently 
tested. 

When the patient is badly nourished, or 
when the condition of the stomach pre- 
vents the necessary administration of food, 
glucose 14 ounce to the pint is added to 
the liquid, and furnishes the best rectal 
nutriment available. 

The usual rate of flow of the liquid is 
from thirty to sixty drops a minute. Or- 
dinarily this may be kept up continuously 
for forty-eight hours, when it frequently 
becomes necessary to allow a short inter- 
val of rest from time to time. In most 
cases the infusion is continued off and on 
for from three to six days, longer being 
rarely necessary. The patient is kept in 


the elevated right position for about the 
same length of time. 

The degree of elevation varies with the 
case. We try to place the patient in such 
a position that the outer openings of the 
tubes become as nearly as possible the 
lowest point of the pelvic and abdominal 
cavities. We have never yet had a single 
case in which the drainage from this posi- 
tion was not good. 

In the desperate cases we frequently 
give salt solution under the skin or into 
the vein, on the operating table, and re- 
peat the process by the former method 
every few hours on account of depression 
or if the patient fails to retain sufficient 
fluid by rectum. 

In suppurative peritonitis cases we are 
never in a hurry to start nourishment by 
the mouth. Ice and water in small quanti- 
ties are given in a few hours after the op- 
eration, but liquid nourishment by mouth, 
even such simple food as albumin water, 
is delayed for twenty-four hours or 
longer. Of late we have been adding glu- 
cose to the saline after the first twenty- 
four hours. The glucose especially is a 
good food; it is readily absorbed and does 
not interfere with the dropping of the so- 
lution. 

The stomach tube is resorted to prompt- 
ly and repeatedly on the least sign of ac- 
ute dilatation. One must be slow in the 
adding of soft and especially solid food. 
There are necessarily many adhesions, 
and great care should be exercised to pre- 
vent intestinal obstruction. If such 
symptoms should appear, the patient is 
put at once on the elevation and rectal 
treatment and all nourishment by mouth 
cut off. It is remarkable how quickly se- 
vere obstruction symptoms will disappear 
under this simple treatment. 

Cathartics should be used cautiously in 
suppurative peritonitis cases and in a sim- 
ple form. We employ lapactic pills, aloin, 
podophyllin and cascarin tablets and Rob- 
ins’ pills. A low cleansing enema is given 
daily, and if the bowels do not move suf- 
ficiently turpentine is added. If this is 
not sufficient, notwithstanding the previ- 
ous cathartics, we give cautiously a small 
high irritating enema containing turpen- 
tine, salts, glycerin, etc. Where the con- 
tinuous rectal treatment is being used 
there is very rarely any difficulty in mov- 
ing the bowels. 
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In the way of drugs, besides the cathar- 
tics already mentioned, we use, when indi- 
cated, moderate stimulation, hypoder- 
mically, with strychnine, spartein, caffein, 
atropin, digitalin and adrenalin. Physo- 
stigmine salicylate is certainly helpful for 
gas distention, as is also asafetida by rec- 
tum. 

The wound dressing is important. For 
the first few days this is done morning 
and night. Suction is used to clear the 
tubes of fluid and fresh wicks are inserted. 
Free absorption of fluid from the bowel 
sufficiently delays the formation of adhe- 
sions and the discharge from the tubes con- 
tinues quite free. Later the tubes are 
gradually shortened and finally replaced 
by rubber dam, which is used as long as it 
is necessary to keep the sinuses open. 

It would hardly be interesting, and 
would take up too much time, to give a de- 
tailed account of our cases, which have 
been many and varied. 

Outside of the moribund cases, we have 
had but few fatalities. 

Since the introduction of the Fowler- 
Murphy treatment and our modifications, 
our results have been most gratifying. 
While we look upon all cases of general 
peritoneal infection as being entirely un- 
certain as to outcome, yet we know that, 
with the present methods of treatment, 
with thorough co-operation on the part of 
the patient, and with a resisting power 
not previously too much depleted, practi- 
cally all will recover. 


DISCUSSION. 


Dr. A. L. Blesh, Oklahoma City, Oklahoma.—I 
congratulate the essayist upon this paper, for the 
reason that in the mad scramble to do gastro- 
jejunostomy and bone grafts and all that sort of 
thing, we have forgotten that old subject of ap- 
pendicitis. It is an indictment that today we yet 
have to deal with suppurative conditions in'‘appen- 
dicitis. It is an indictment either of the profes- 
sion or of the laity. It is of the profession, in the 
last analysis, because we have failed in our duty 
as educators. It is a crime that we yet have sup- 
purative conditions to deal with and the manifold 
conditions following therefrom. 

The essayist calls your attention to the blood 
count as an indication in operation. Several years 
ago I made a prolonged study of the blood count 
as an indication, dwelling largely upon the differ- 
ential. I cried “Eureka! I believe I have it!” I 
believed then that a low differential was a safe 
indication, and the contrary, a danger indication. 

I have now with a larger experience come to this 
conclusion: The time to operate a case of ap- 
pendicitis is just as soon as you can get to it and 
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make your diagnosis;—and when you are in doubt 

about your diagnosis, operate anyway. Why not? 
We know that appendicitis is a disease which is 
very common indeed; that it takes a great toll of 
life, even today; and what man is there among the 
laity that would hesitate to pay $150.00 or $250.00 
as a guarantee that he would not have appendi- 
citis in the future? He will pay that sum to in- 
sure his house against fire, yet he does not expect 
his house to burn down. It is the safest assur- 
ance we have against appendicitis, and when the 
appendiceal region is sore, I believe it is the safe 
course to operate. The blood count has ceased to 
be a guide to me as an indicator for operation in 
appendicitis. I believe with Dr. Murphy that the 
thing to do is to operate as soon as you see the 
case. 

As to drainage, I use a simple rubber-tube drain- 
age. I open the abdomen as quickly as possible, 
and I wish to dwell thoroughly upon that word, 
“quickly”’—and stick in a tube. Do not spend 
much time mopping out. Just simply get a tube 
in there. If the appendix bobs up invitingly, take 
it out; otherwise, let it alone. The toilet of the 
peritoneum, in a suppurative case, may be ignored. 
You should have no dealings with the general 
peritoneum. Stick a hole in there, put in a tube 
and get out. That is the proposition. 

No antiseptic should be applied inside the cav- 
ity. That is a universal rule. Nature will take 
care of the contents if you give her half a chance, 
—and do not believe for a half minute that you 
can supplant Nature. If you will give her any little 
help, she will pull you through. These patients 
will be brought to you from the four corners of 
your states, with the septic material welling up 
in the danger region of the diaphragm, and the 
patient in profound toxemia. 

Rapidity of operation; it should be done with 
the utmost celerity. I believe that the operator 
who spends ten minutes is going to lose twice as 
many cases as the operator who spends five min- 
utes. 

Adhesions: These are nature’s means of pro- 
tecting the general abdominal cavity against in- 
fection, and for that reason should command the 
utmost respect of the surgeon. He should not un- 
thinkingly or carelessly, in suppurative .cases, 
break up these adhesions. Whatever they may 
determine—in obstruction of the bowels or what 
not—he has not that question now to deal with; 
but the question he has now to deal with is, “How 
am I going to carry this patient through this par- 
ticular critical time?’ Sufficient unto the today 
is the evil thereof; hence the adhesions while 
commanding the attention of the surgeon in their 
proper time and place, must not now be thought 
of, and instead he must give his undivided atten- 
tion to the imminent danger present in the over- 
whelming toxemia. 


Dr. W. W. Grant, Denver, Colo.—This subject is 
old, and yet ever new, and will remain so as long 
as the mortality remains as high as it is. The 
mortality is high because of late diagnoses. In 


all cases the late diagnoses give the poorest re- 
sults. 

There is no condition in which a man should be 
clearer as to what is best to do than in appendi- 
citis. 


There should be no doubt about what he is 
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dealing with, and absolutely none in the perforated 
gangrenous cases. 

I believe that the surgeons who have most ex- 
perience in the treatment of these cases do not 
believe in quitting until they have removed the 
focus of infection—a gangreous appendix. The 
Oschner treatment has, as Dr. Oschner treats the 


subject, probably done some good in his hands, . 


but as understood and practiced by the profession 
it has probably killed more people than it has 
saved. The Oschner treatment affords an escape 
for timid surgeons who have not the courage and 
skill to meet the radical indications. 

Remove the appendix when the patient has life 
enough to stand, a little while, the operative pro- 
cedure. 

The appendix is better or gangrenous soon after 
thirty-six hours. There should be no doubt what 
the future will determine after this length of 
time. No case is primarily acute, but all are sub- 
sequent to, long standing appendicitis of a mild 
character and demand radical treatment at all 
times. Early and complete operation is the only 
solution to prevent the present high mortality rate. 


Dr. J. A. Crisler, Memphis, Tenn.—I am very 
much interested in the subject matter which Dr. 
Leigh has so beautifully given us. I think he has 
read the best paper that I ever heard on this sub- 
ject. I believe that he will surely save more lives 
by his technique than without it, because he car- 
ries gentleness and good horse sense throughout 
every line. A man who is as painstaking and 
careful and respectful of tissues and of gravity 
and every other sensible condition that must tend 
to benefit the patient, deserves and gets a low 
mortality. 

As to the walled off cases, I agree with Dr. 
Grant; it is just as well to get in and get out quickly 
and drain these cases for most of them get well. 
However, in our cases we wash out these abscess 
pockets with a 24% solution of iodine and render 
them still more simple. The cases of general 
peritonitis and suppurative peritonitis so called, 
are no longer a nightmare to me. If these patients 
come into our hands before all of their fighting 
forces are gone, we use the iodine treatment with 
which you are all familiar, after which we feel 
safe about the outcome. To those of you who have 
not tried it,Ido not expect you to believe it. I 
surely would be slow to believe it and exceedingly 
doubtful as to the outcome, if I knew no more 
about it than many of you do. In the first place 
you are staggered at the thought of pouring a 24% 
solution of iodine (in alcohol) into the abdomen 
for fear of producing immediate death from the 
toxic effects of the drug. Then you imagine that 
if the patient survived this, that the subsequent 
adhesions would be another factor to be consider- 
ed most seriously. Our records show that within 
the last seven years we have operated upon some- 
thing over forty cases for ventral hernia and for 
other purposes, following previous operations for 
suppurative conditions within the abdomen. Some 
of these hernias were of several years standing, 
during which time adhesions could have formed if 
they were going to, following the use of our iodine 
treatment. I tell you truthfully and candidly that 
we found less adhesions in these cases following 
the use of the iodine method, than we have found 


in cases similar, upon whom the iodine method 
had not been used. The matter of adhesions like 
the matter of toxicity becomes a very secondary 
consideration. In fact we claim that in cases of 
extensive peritonitis, the iodine treatment pre- 
vents, rather than encourages adhesions. The treat- 
ment is life saving and that is what an operation 
is intended to do. Dr. Leigh’s technique will al- 
ways be worthy and should be employed in every 
case of appendicitis that is terminating toward 
peritonitis. When we open the abdominal cavity 
and find fibrin plaques and free pus everywhere, 
we pour the abdomen full of a 24% solution of 
iodine and if the patient’s resistance and fighting 
forces have not entirely disappeared, they will 
get well. These are facts and personally I care 
but little whether or not you adopt the treatment. 
However, if you will use it liberally and freely as 
Dr. Crook and others have used it and have seen 
us use it, you will no longer condemn it, for your 
high per cent of recoveries in these desperate 
cases will make you an iodine convert. 

Dr. Grant.—Are those general septic cases? 

Dr. Crisler—Yes sir, general suppurative perito- 
nitis and all grades of peritonitis from diffuse to 
local, walled off abscesses. Drs. Blackburn and 
Hancock saw me use this treatment a few days 
ago in two large, walled off abscesses. However, 
this form of abscess will quite frequently recover 
without any other treatment beyond simple drain- 
age. We believe that the iodine treatment hastens 
the process of recovery. 

Dr. Grant.—The investigations of Yates and the 
Johns Hopkins School have demonstrated conclu- 
sively that you cannot drain the peritoneal cavity, 
and that you would have protective or adhesive 
inflammation very soon afterward. Would you 
not have protective peritonitis? 

Dr. Crisler.—I started to answer your first ques- 
tion by telling you that the classification of peri- 
tonitis is immaterial. In cases of so-called general 
peritonitis, from whatever bacterial origin, a large 
per cent die without the use of the iodine treat- 
ment. With its use we have better and more 
abundant drainage, because the adhesion process 
that would tend to shut off the drainage into sepa- 
rate pockets, does not readily form. 

Dr. Leigh.—The chair has given me permission 
to ask a question. Suppose you have a case in 
which the pus is not only in the pelvis, but ex- 
tends to the upper abdomen and under the liver, 
how, exactly, would you apply iodine and in what 
amounts would you feel justified in applying it? 

Dr. Crisler.—I would certainly use the iodine 
treatment in such a condition most liberally. Very 
likely I would use as much as a quart and the only 
fear I would have, would be that the solution might 
not, per chance, get into every fossa and every 
pocket in the whole abdomen. You understand 
that we use 24% solution, whereas the official tinc- 
ture is a 7% solution. 

Dr. Grant.—What is the solution in? 

Dr. Crisler.—In so-called “pure grain alcohol.” 
The same from which the tincture is made. After 
its use, it begins to appear in the urine about the 
18th or 20th hour, during which interval, we be- 
lieve there is no absorption either of the iodine or 
the toxines from the peritoneal cavity. 
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Its elimination through the kidneys is at its 
height about the 8rd and 4th days following its 
use. 

Dr. Grant.—What per cent alcohol? 

Dr. Crisler—Ninety-five per cent. What is call- 
ed commercially “pure grain alcohol.” 

Dr. Thos. H. Hancock, Atlanta, Ga.—I appreciate 
very much this excellent paper. Dr. Leigh and I 
had the same kind of training and I agree with 
him in every particular, but last Saturday in Mem- 
phis I had the pleasure of seeing Dr. Crisler do 
two appendectomies; they were both suppurating 
cases but the abscesses were walled off. He re- 
marked that he was sorry that they were not cases 
with general peritonitis because all of this kind 
got well anyway. From one of them he removed 
a slough about five inches long, evidently from 
the omentum, made a counter opening in the side, 
poured in about a pint of a 24% solution of iodine 
crystal in grain alcohol (95%), inserted drainage 
in both openings and closed the wound. The other 
case was simply opened, the same solution poured 
in, drainage tubes inserted and the wound closed. 
He exhibited two cases that he and Dr. Johnson 
had operated upon two or three days previously 
for general peritonitis; one of them a puerperal 
case with pus pockets generally in the peritoneal 
cavity. They had both been flushed out thor- 
oughly with this solution and they were both do- 
ing nicely. One of them had evidently been in a 
desperate condition. With the doctor’s permis- 
sion I want to see these cases when I pass through 
Memphis going home, and if they are all alive, I 
will be an iodine convert. ° : 

Dr. Jere L. Crook, Jackson, Tenn.—It has been 
my privilege, Mr. President, to hear the Doctor 
(Dr. Crisler) present this subject on many occa- 
sions, and he has been assaulted by many distin- 
guished surgeons. He said he and his associate 
began his studies on the brutes, then on up in the 
scale to the Negroes and finally on the white race; 
and it was remarked at that time that it was a 
fortunate thing that he could work up gradually, 
because he had to encounter the most serious 
prejudice from the civilized world, that you could 
pour iodine and alcohol into the abdominal cavity, 
but he does not use iodine except in extreme sep- 
sis, and never without following it with drainage. 
He was criticised severely in Lexington, and the 
gentleman from Louisville who stated he had in- 
jected iodine into the cavity of eight or ten dogs, 
did not see the point. He did not put in drain- 
age. He also injected into the cavity which did 
not have the defense which every infected case 
has. Nor do I believe the fact that it has not been 
done by others is a reason for doubting its value. 
I think that when a man of reputation and ability 
has had the experience and can present it to us 
and to intelligent audiences everywhere, and can 
prove it by many intelligent men who have seen 
him operate, we should believe him. Then, if we 
can further bring the treatment before the bar of 
mortuary statistics and find that it is sustained 
here, then I believe indictment against this meth- 
od of treatment cannot be sustained. I have used 
it myself in general septic, purulent peritonitis, in 
which the patient would certainly have died, I be- 
lieve; you may theorize all you want to, I simply 
know it does not kill the patient, and I believe it 


is a large factor toward recovery, in many in- 
stances. 

Dr. Grant.—Do you deny that encapsulation oc- 
curs in six to twenty-four hours, and therefore, if 
you pour iodine into the belly, you pour it into a 
pocket? 

Dr. Crook.—I do not say that there is not 
some encapsulation. I do not say that every single 
portion of that peritoneum is infected with viru- 
lent inflammation, but when I open an abdomen 
and the pus comes right out and I find there is no 
effort on the part of Nature to provide any adhe- 
sions—where Nature has not had time to wall off 
the pus, and I pour in a pint of iodine and alcohol 
in 24% solution and the patient’s belly goes down 
and he gets well, then I take pleasure in substan- 
tiating the statements made by Dr. Crisler. 


Dr. Leigh (closing).—I appreciate very much the 
full discussion, and especially that of Dr. Grant. 
I do not think it is an indictment against the gen- 
eral practitioner that many of these cases are sup- 
purative. We must not lose sight of the old so- 
called “fulminating’ appendicitis—the cases for- 
merly considered fatal in which rupture took 
place at once. In these cases, even if operated 
upon as soon as gotten to the hospital, the whole 
abdomen is found filled with pus. 

In regard to diagnosis, while we ought to try to 
make positive diagnoses, we should always be on 
the safe side. Undoubtedly there are some cases 
operated upon for suppurative appendicitis which 
turn out to be acute infection of the tubes. If we 
could be sure of that we should not operate, and 
still, if we are in doubt, it is best to operate. I 
am an advocate of free drainage. We should have 
too much, rather than too little. I have seen ina 
number of large clinics in the last year or two 
very small tubes, and even wicks used in draining 
these cases. This is unwise. In the bad cases we 
get in and out as quickly as possible. 

I appreciate Dr. Crisler’s complimentary re- 
marks, and I am very much impressed with what 
he says about iodine. 

Dr. Grant is certainly wrong about adhesions, 
because we have not had the means of finding out 
how much delayed the,adhesions are by the use 
of salt solution by rectum. Liquid, by rectum, 
undoubtedly delays these adhesions. I know that 
from my own practical experience. How long, I 
do not know. 


DIFFERENTIAL DIAGNOSIS OF DIS- 
EASES IN THE RIGHT UPPER 
QUADRANT OF THE AB- 
DOMEN.* 


By A. C. Scort, M.D., F.A.C.S. 
Temple, Tex. 


Much has been written and a great deal 
of discussion has occurred with reference 
to the diagnosis of diseases effecting the 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex.. 
Nov. 8-11, 1915. 
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stomach, pylorus, duodenum, gall blad- 
der, bile ducts, pancreas, kidney and ap- 
pendix, and while the relations of any of 
these organs to the others are frequently 
referred to in a casual way, it is not cus- 
tomary to treat of them as a group of or- 
gans whose diseases present a symptom- 
atology very closely related in many re- 
spects. Without presenting anything es- 
pecially new upon the subject, we have 
felt that the importance of the diseases of 
these organs was so great that a discussion 
of them collectively would be appropriate 
upon an occasion of this kind. Special- 
ists of almost every description should be 
interested in the discussion of a subject 
which forces itself upon physicians, sur- 
geons, gastroenterologists, Roentgenolo- 
gists, neurologists and internists alike. 

For obvious reasons we shall not at- 
tempt to enter upon a discussion of many 
minute details concerning “Differential 
Diagnosis of the Diseases in the Right 
Upper Quadrant of the Abdomen,” but so 
far as our time will permit we will discuss 
in a general way the points which appear 
to us to be of chief interest in differential 
diagnosis of the most prominent inflamma- 
tory and obstructive diseases affecting the 
pyloric end of the stomach, duodenum, gall 
bladder, bile ducts, kidney and appendix. 

Without attempting to cover every: de- 
tail, we shall enumerate the more impor- 
tant symptoms resulting from ulcer and 
cancer of the pyloric end of the stomach 
and duodenum, cholecystitis, cholelithia- 
sis, choledochitis, renal calculus and symp- 
tomatic floating kidney and, finally, ap- 
pendicitis in so far as it relates to dis- 
eases in the right upper quadrant of the 
abdomen. 

At the outset we wish to call attention 
to the close anatomical relations existing 
between the various organs above men- 
tioned, and for the benefit of those who 
have given the subject but casual notice 
we wish to draw attention to the fact 
that a small circle about three inches in 
diameter, drawn with its center about the 
junction of the outer border of the risht 
rectus muscle with the costal marein, will 
cover a portion of the liver, gall bladder, 
bile ducts, pyloric end of the stomach, 
duodenum, pancreas, kidney, henatic flex- 
ure of the colon and freanentlv the distal 
end of the apnendix vermiformis. And in- 
stead of these organs being separated a 


fairly good distance from each other as ap- 
pears in some works on anatomy, they 
may all be more or less in contact with 
each other. 

It is only after a large number of digi- 
tal examinations made during progress of 
operations in this region that we came to 
fully appreciate: the fact that the right 
kidney, gall bladder, bile ducts and duo- 
denum lay in close contact with each cther. 

In no part of the human body are care- 
fully compiled records and systematic lab- 
oratory investigations of such indispens- 
able importance as in the study of the 
subject under consideration. In the case 
of gastric and duodenal ulcers it should 
be remembered that more than 50% give 
a history of irritating dyspepsia lasting 
from several months to many years. 

Carefully recorded histories will usually 
show that peptic ulcers are characterized 
by periods of marked intermittancy, the 
patient presenting long periods during 
which time he believes himself to be well, 
and then without apparent cause he has a 
return of the old symptoms. The cardinal 
symptoms of peptic ulcer are pain, vomit- 
ing and hemorrhage, the most important 
cf which is pain. Pain is about the ear- 
liest definite symptom of ulcers and oc- 
curs in about 90% of all cases. It is usu- 
ally aggravated by large amounts of solid 
food and often relieved by small amounts 
of albuminous food. It may come on dur- 
ing the ingestion of food, but more often 
comes on.a few hours after a meal. 

The pain is neuralgic, dependent upon 
irritation produced by the acid gastric 
juices attacking the exposed nerve fila- 
ments resulting in excessive muscular 
spasm. It is usually localized and is con- 
stantly referred to the same spot, in the 
epigastrium. 

Vomiting is less constant than the pain. 
Martin states that at least occasional vom- 
iting occurs in 50% of the cases and nau- 
sea in a still larger percentage. Vomiting 
is usually preceded by pain and the pain 
is often relieved in part by vomiting. 

The occurrence of gross hemorrhaze is 
much less frequent than pain or vomiting. 
Stockton states that gross hemorrhage oc- 
curs in about 33% of all cases: however, 
aside from the gross hemorrhage met with 
in uleer, there will much more often be 
occult blood in the stool. In the acute ac- 
tive ulcer the presence of occult blood will 
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be found in a good percentage of the 
cases, and is of relative value in diagnosis 
of this condition. Friedenwald states that 
the occasional presence of occult blood in 
the stool is suggestive of ulcer, but its con- 
tinual presence from day to day is sugges- 
tive of carcinoma. 

The gastric analysis should be of some 
aid to us in further working out these 
cases. The amount of contents removed 
should be noted, for more than 100 ce. is 
abnormal and is indicative of hyper-secre- 
tion, spasm or obstruction at the pylorous. 
The acidity of the contents should be 
noted, for a continued hyper-secretion is 
usually present. Stockton states that 
about 70% will show a hyper-acidity ; that 
a few will show a normal acidity, and 
about 5% a hypo-acidity. It has been our 
experience that those with a hypo-acidity 
are those with an old chronic ulcer. Very 
few will show lactic acid, but a good per 
cent will show the presence of occult blood 
in gastric contents, and this is of relative 
value if there has not been too much 
straining while removing the test meal. 


The X-ray examination will often aid in 
arriving at a diagnosis of peptic ulcer. 
Some Roentgenologists claim to diagnose 
75% of all ulcers. They tell us the size, 
shape and outline of the stomach and du- 
odenum, especially observing any irregu- 
larity in outline. The Roentgenologist ob- 
serves carefully the motility of the stom- 
ach. Whether there is any svasm or ob- 
struction of the pylorous. He also notes 
whether the stomach is hypertonic or 
atonic. He closely watches for any local- 
ized spasm of the stomach wall, as this is 
always suggestive of ulcer, and notes any 
diverticula. He reports the character of the 
bulb and sulcus and notes the emnvtying 
time of the stomach. In fact, the Roent- 
genologist gives much valuable informa- 
tion needed in differential diagnosis. 


So the diagnosis of peptic uleer may be 
made on the presence of some of the fol- 
lowing findings: The history of an irri- 
tated dyspepsia, the presence of localized 
pain, the occurrence of vomiting, the more 
frequent occurrence of nausea, the pres- 
ence of gross blood, the more frequent 
presence of occult blood in stool or gas- 
tric contents, the finding of a continuous 
hyper-secretion, and often an increased 
amount of gastric contents, with a reliable 


X-ray investigation reporting definite gas- 
tric pathology. 

Cholecystitis may be either sudden or 
gradual in its development and is usually 
preceded by some other infection. The in- 
itial symptoms of the acute disease are 
nausea, vomiting, epigastriac pain, local 
soreness beneath the rib margin and in 
event the common bile duct is involved 
jaundice with chills and high fever may 
also be observed. The pain may or may 
not be very severe, its severity depending 
in a great measure on the amount of ob- 
struction produced by the swelling in the 
ducts. When the obstruction in the cystic 
duct is complete the gall bladder may be- 
come enormously distended and present a 
large pear-shaped tumor below the right 
costal margin, sometimes extending down 
to the level of the umbilicus. 

Cholelithiasis is usually preceded by 
some remote infection such as typhoid fe- 
ver, dysentery, appendicitis and finally 
cholecystitis. Cholelithiasis may exist a 
long time without presenting any symp- 
toms other than moderate digestive dis- 
turbance, but when the stones attempt to 
pass through the ducts or become so lo- 
cated as to produce obstruction to the flow 
of bile and mucus through the ducts, pain 
at once becomes a prominent symptom. 
It usually develops suddenly and becomes 
of an agonizing character. It is both pa- 
roxysmal and constant. It usually begins 
in the epigastrium or beneath the right 
costal margin and is often referred to the 
right shoulder blade and sometimes high 
up beneath the sternum. 

The attack may be preceded by discom- 
fort, chilly feeling and exaggeration of 
dyspeptic symptoms such as belching, full- 
ness, burning and heaviness in the epigas- 
trium. In case the stone lodges in the 
common duct it interferes with the free 
flow of bile from the liver and conse- 
quently jaundice becomes an early and 
prominent symptom. The patient usually 
has one or more marked chills accom- 
panied by high fever, and if not relieved 
soon may develop extreme jaundice and 
subnormal temperature accompanied by 
slow pulse and white pasty stools. 

The symptoms resulting from renal 
stone are dependent upon its location and 
whether it is large or small, smooth or 


rough and fixed or stationary, and whether 


it is accompanied by infection. If it is 
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movable and gets into the kidney pelvis so 
as to block the ureter great. pain results, 
and if the blocking is complete, hydro-ne- 
phrosis, marked by the appearance of a 
large tumor mass beneath the costal mar- 
gin, may be observed. 

Preceding or between the attacks the 
pain is sometimes observed, and when 
present is of a dull aching character with- 
out much evidence of intermission. When 
a marked attack occurs the pain may ap- 
pear suddenly and is of an agonizing char- 
acter associated with marked muscular 
spasm. The pain radiates from the loin 
obliquely downward into the right iliac 
region, the front of the thigh, bladder or 


. genital organs. Not infrequently vesical 


irritability is manifested at the very out- 
set and throughout the course of the at- 
tack. In the event the stone passes, the 
pain may cease suddenly and leave the pa- 
tient with more or less irritability in the 
bladder. In the event the stone is of a 
rough character it may produce much irri- 
tation and marked hemorrhage. When 
suppuration occurs in connection with 
renal stone, of course pus, blood, casts and 
albumin may be found in the urine and 
septic symptoms of more or less severity 
may be noted. 

The pain from floating kidney is not so 
severe as that from renal calculus. It is 
usually localized in the right side of the 
abdomen, never crossesthe median line, and 
is almost always relieved, in a measure, if 
not completely by certain changes of posi- 
tion. The position which results more 
often in inducing relief is one in which 
the patient lies on the affected side with 
the thigh flexed upon the abdomen.: It is 
also noted that the pain and discomfort 
often described as a pulling or drawing 
in the affected side are usually aggravated 
by lying upon the opposite side. Lifting, 
straining or sweeping may give rise to 
attacks of this pain. 

Floating kidney is often to be reckoned 
with in the diaenosis of diseases in this 
neighborhood. When the peritoneal at- 
tachments in the right side of the abdo- 
men are sufficiently loose and elongated to 
permit the kidney sufficient freedom to 
avoid kinking of the ureter as the kidney 
leaves its normal position in the right up- 
per quadrant of the abdomen, no symp- 


‘toms whatever may result. But when the 


peritoneal attachments permit the kidney 


to come down about half way between its 
normal location and the brim of the pelvis, 
according to our observation the ureter is 
much more apt to be kinked and result in 
attacks of colicky pain. Then, too, it is 
occasionally observed that some band of 
facia or abnormally located blood vessels 
an inch or more below the normal renal 
vessels will serve to drag across the ure- 
ter when the kidney sags some two or 
three inches lower than normal in such a 
manner as to produce partial obstruction. 
When these conditions are found the pa- 
tient suffers from nausea and a dull ach- 
ing pain which may be in the loin or more 
frequently is found anteriorly and pro- 
jected downward along the course of the 
ureter. Occasionally these symptoms are 
sufficiently severe to result in active vom- 
iting and require some anodyne for relief 
of pain. 

In a large proportion of cases of ap- 
pendicitis or appendicular colic the pain 
is referred to the epigastrium. Appendi- 
citis frequently begins with the pain in 
the epigastrium, which may or may not 
become diffused over the entire abdomen, 
and in most cases localizes in the right side 
of the abdomen at McBurney’s point, or 
in that neighborhood. Whenever the ap- 
pendix is located behind the cecum, as 
it is in a good percentage of cases, the 
pain may be referred to the loin or the 
right rib margin, and in the event the 
appendix lies in contact with the ureter it 
may present symptoms corresponding 
very closely with those of renal calculus. 
Attacks of appendicitis, however, are usu- 
ally early accompanied by fever and more 
or less’ gastro-intestinal disturbance. 
When the appendix is sufficiently long to - 
extend into the region of the gall bladder 
and ducts, its inflammation has been known 
to excite symptoms of cholecystitis and 
choledochitis. Regardless of its location 
it is frequently found resnonsible for func- 
tional gastro-intestinal disturbances, such 
as pylorospasm, hyper-chlohydria and 
other symptoms of an intestinal irrita- 
tion. 

It will be noticed that pain is a promi- 
nent symptom in all of these diseases and 
a student of diagnosis should endeavor to 
keep grouned before him the neculiarities 
and special characteristics of the pain 
common to each. The pain of neptic ul- 
cer bears a definite relation to the inges- 
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tion of food. It is governed generally by 
the amount, character and time food is 
taken into the stomach. Its chief charac- 
teristics are that it is constant, seldom in- 
tense, and in the nature of a gastralgia; it 
is definitely localized in mid-epigastrium 
and is frequently referred to the left. 

The pain in affections of the gall blad- 
der and bile ducts, particularly when 
stones are responsible for it, comes on 
more or less suddenly, is of an agonizing 
character and frequently leaves suddenly 
without any unpleasant symptoms re- 
maining. The patient may feel as well as 
ever within a short time after the pain 
disappears. This pain is found most con- 
stantly beneath the costal margin on the 
right side and in the epigastrium, and is 
often referred to the right shoulder blade 
and occasionally beneath the sternum. It 
seldom crosses the median line as does the 
pain arising from appendicitis. This 
pain is both constant and paroxysmal. 

The pain resulting from the renal stone 
may have just as sudden onset as that pro- 
duced by gall stone. The pain is also of 
an agonizing character, but is not re- 
ferred to the epigastrium or right scapu- 
lar region. On the contrary, it runs from 
the loin obliquely forward and downward 
along the urinary tract. It may stop sud- 
denly, leaving the patient in a good phys- 
ical condition with the possible exception 
of some bladder irritability. 

Pain originating in the appendix, may 
be purely colicky in character, very severe 
or moderately so. It more frequently ap- 
pears in the epigastric region and then 
localizes according to the position of the 
appendix. In connection with the group 
of diseases under discussion its localiza- 
tion just beneath the rib margin on the 
right side or pretty far back in the right 
loin, renders it sometimes difficult to dis- 
tinguish from the gall bladder or kidney 
pain. When it is of a somewhat chronic 
type it may give rise to pyloro-zpasm, 
hyper-chlohydria and other symptoms 
common to, or resembling, those of peptic 
ulcer. It should be remembered that ap- 
pendix pains may be located almost any- 
where in the abdomen or pelvis. 

Vomiting in gastric ulcer is not con- 
stant, not usually violent, is not usually 
accompanied by severe pain, and when 
accompanied by pain often seems to re- 
lieve the pain. The vomited material 
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sometimes shows gross blood and not in- 
frequently occult blood. The vomiting in 
cholecystitis and gallstone colic is one of 
the earliest symptoms and sometimes re- 
lieves the patient for a few minutes at a 
time. The vomiting accompanying renal 
attacks is frequently a very prominent 
symptom. 

The vomiting in these affections as well 
as with the appendix presents nothing 
characteristic other than that it is usually 
preceded by pain. 

Jaundice is a valuable symptom in dif- 
ferential diagnosis. It is nearly always 
absent in diseases of the kidney and ap- 
9g before general sepsis has devel- 
oped. 

Duodenal ulcers are sometimes located 
near the ampula of Vater and on account 
of the accompanying edema, secondary 
pancreatitis and obstruction of the bile 
ducts results in jaundice. 

Cancer of the pylorus, by extension to, 
and pressure upon, the common duct, gives 
rise to slowly progressing, intense and 
constant jaundice. Jaundice resulting 
from choledochitis or from cholelithiasis 
may or may not be well marked, and is of 
an intermittent or transient type. Some- 
times it is so slight it gives only a muddy 
aspect to the skin, or it may be detected 
only by examination of the conjunctiva or 
by chemical examination of the urine. 

Physical examination in cases of renal 
colic gives very little information beyond 
tenderness in the loin, which may follow 
along the course of the ureter, and rigidity 
of the muscles of the right side of the 
abdomen. However, floating kidney usu- 
ally presents a freely movable tumor 
which may be found upon proper exam- 
ination anywhere from the costal margin 
to the brim of the pelvis or even within 
the pelvis. It is often not very tender to 
pressure and is sometimes accidentally 
discovered by the patient who observes 
its appearance and disappearance with 
considerable anxiety. It is not always 
palpable, and failure to palpate it causes 
many errors in diagnosis. It is not easily 
palpated in very corpulent persons, but 
fortunately not so common among that 
class. Its palpation is also difficult in 
very muscular subiects. In nersons with 


thin or only moderatelv thick abdominal — 


walls, palpation of the kidney may be ef- 
fected by having the patient lie upon his 
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back with the thighs flexed to a right angle, 
and the head and shoulders well supported 
by pillows. The physician should sit facing 
the patient and grasp the loin with that 
hand which is nearest the patient’s chest. 
The thumb is sunken deep into the muscles 
of the loin, making upward pressure just 
beneath the twelfth rib, while the fingers 
rest loosely near the costal margin in 
front. He commands the patient to relax 
every muscle and cough or breathe deeply 
to and fro. When commanded to cough 
the hand is quickly closed in at the begin- 
ning of the next inspiratory movement. 
When told to breathe freely, the examiner 
closes his hand quickly at the beginning 
of the next expiratory movement. The 
best results are obtained if the hand 
closes quickly and pushes firmly toward 
the median line. By doing so it may catch 
the kidney in the triangle described by 
the tip of the fingers above, end of the 
thumb below and the spinal column at the 
inner side. The kidney may slip so far 
down that it may not be felt by the exam- 
ining hand, but presents a fullness or tu- 
mor below which may be confused by the 
presence of gas in the colon. Steadily 
holding his position with the examining 
hand partly closed, he places the free 
hand upon the abdomen and gently presses 
obliquely backward and upward and in 
the direction of the engaged hand suf- 
ficiently to push the kidney firmly against 
it. The partially closed hand is slowly 
opened, allowing the kidney to slip through 
between his thumb and finger. In doing 
this he may feel its outline and squeeze 
the kidney sufficiently to produce pain, 
which the patient is quick to recognize as 
the exact source of his usual discomfort. 

Chronic, indurated pevtic ulcers some- 
times vives rise to palpable tumors which 
are auite tender and when located in the 
pyloric end of the stomach or duodenum 
are palnable either in the midline or be- 
neath the rieht rectus muscle. They move 
to a limited decree up and down with 
movements of the diaphram. 

Pylorie cancers present tumors which 
are.seldom recoenized by palnation before 
they are anite advanced. Thev are firm, 
irrecular. often painless and not very ten- 
der to nressure. When they have not ex- 
tended hevond the nyloric end of the stom- 
ach thev are sometimes freely ‘movable 
and unon full inspiration they present a 
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mass which is separated from the costal 
margin by a distinc® interval or depres- 
sion. In other words, they are not con- 
tinuous with the tissues beneath the ribs 
as is to be observed with the tumor result- 
ing from distended gall bladder. 

A gall bladder tumor results from ob- 
struction to the cystic and occasionally 
the common duct. It is usually detected 
by palpation, moves with movements of 
the diaphram, is continuous with the mar- 
gin of the liver and presents no interval 
or depression between it and the rib mar- 
gin. It is usually more tender than the 
tumor of cancer, indurated ulcer, or float- 
ing kidney. Sometimes fluctuation may be 
detected. 

The tumor presented by appendicitis is 
not uncommonly located in the right up- 
per quadrant of the abdomen; and because 
of the popular belief that it should be at 
or very near McBurney’s point it gives 
rise to many errors in diagnosis. Every 
diagnostician should bear in mind that the 
appendix is often five or six inches long; 
that it may extend in any direction from 
the right iliac region; that it may be oc- 
cluded near its tip and give rise to a tumor 
mass wherever the tip may be located. 
Being of an inflammatory character, the 
appendix tumor is adherent to the sur- 
rounding tissues and is fixed to them. In 
addition to the symptoms common to an- 
pendicitis, the inflammation may produce 
other symptoms according to the organ to 
which it may be attached. 

The tumor presented by pyonenvhrosis 
or hydronephrosis is fixed and does not re- 
spond freely to movements of the dia- 
phram. It is located well back into the 
loin. A pyonephrotic tumor is very ten- 
der to pressure and loin percussion, and is 
accompanied by septic symptoms. The 
urinary findings usually show pus, blond 
casts, albumin, etc. The hydronevhrotic 
tumor is sometimes consvicuons bv the 
absence of urinary denosits. When laree 
it fluctuates freely and may or may not be 
tender to pressure. 

The tumor presented by floating kidney 
is usually marked bv a sharn, smooth ont- 
line and free mobilitv. When free from 
pain it may also be free from tenderness. 
It can often be easily recognized without 
the examiner having to demonstrate the 
notch on its inner asnect. 

Time forbids full discussion of manv in- 
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teresting symptoms such as abdominal 
distension, chemical and microscopic find- 
ings in the secretions, excretions and the 
circulating blood. It also precludes at 
this time a discussion of the diseases which 
may affect the neighboring pleura, lung, 
intercostal nerves, liver, pancreas and co- 
lon, to say nothing about those remote 
conditions, such as brain tumors or preg- 
nancy, which may present vomiting and 
soreness of the recti muscles of the epi- 
gastrium as prominent evidence of their 
existence. 


One must recognize the impossibility of 
covering the entire subject before us, but 
we have endeavored so to group the com- 
moner diseases of this region as to give 
us a better grasp of them as a whole. It 
must be admitted that in a certain num- 
ber of cases differential diagnosis is im- 
possible, and in this event when the dis- 
ease fails to respond promptly to carefully 
directed treatment, it should not be sub- 
jected to delays for months and years, but 
should have the benefit of an exploratory 
diagnosis. 

Exploratory examination may be made 
almost devoid of danger by local anesthe- 
sia under novocaine or by. nitrous oxid 
gas and oxvgen anesthesia when given by 
a trained anesthetist, and by no means 
presents the dangers arising from neg- 
lected diagnosis. 


DISCUSSION. 


Dr. W. Burton Thorning, Houston, Tex.—I re- 
member very well that, about sixteen or seven- 
teen years ago, I had the pleasure of listening to 
a paner by a man who, at that time, was recog- 
nized, and justly so, as one of the master sur- 
geons of this country. He took the ground that 
there was, and probably always would be, a cer- 
tain number of cases in which a pre-onerative 
diagnosis would be impossible. He argued that 
in certain instances, where we had reason strong- 
ly to suspect a lesion which could only be 
relieved by surgery, and which, if left to itself, 
would result in the death of the patient, we 
were entirely justified in advising an exploratory 
operation. I remember that he paid especial at- 
tention to the right upper quadrant of the abdo- 
men and placed particular emphasis upon early 
cancer of the stomach. I lacked the assurance 
at that time to arise and discuss his paper, but I 
recall distinctly that I felt a profound sense of 
pity for him. I said to myself: ‘He must have 
been a good man in his day, but surely his day 
has passed. Certainly he has now arrived at the 
sunset of his career. He is evidently unac- 
quainted with the value of a white blood count 
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and it is quite clear that he does not appreciate 
the advantages of the stomach tube and a gastric 
analysis.” It is needless to say that since that 
day I have had many occasions to change my 
mind. 


Today we’ have heard another masterly paper 
by another master surgeon who frankly states 
that the differential diagnosis of diseases of the 
right upper quadrant is sometimes difficult or 
impossible and he, in turn, advises exploratory 
operation, if necessary. 


It is proper to ask why should disease of this 
area be so difficult of diagnosis when, for exam- 
ple, a typical appendicitis. intestinal obstruction, 
an ovarian tumor with twisted pedicle, an extra- 
uterine pregnancy, a fibroid tumor of the uterus 
are recognized with an accuracy that approaches 
the certainty of a mathematical demonstration. 


Dr. Scott, in his paper, has grouped together the 
organs any one of which may produce symptoms 
in this particular area. He has then grouped to- 
gether the cardinal symptoms common to them 
all, for instance, pain, vomiting, local tenderness, 
etc. Why, then, should we fail to make a diag- 
nosis? St is because we have failed to learn the 
lesson of human fallibility. 

All diagnosis is based on the proper interpreta- 
tion of certain facts. These facts may be ob- 
tained from the history, from physical examina- 
tion or from laboratory tests. And upon the cor- 
rectness of our observations depends the correct- 
ness of our diagnosis. The chief error in diag- 
nosis is not in wrong deductions from right ob- 
servations, but in right deductions from wrong 
observations; if the observations are right, the 
diagnosis will be right; if the observations are 
wrong, the diagnosis will be wrong. Certain le- 
sions, owing to their situation, are difficult of 
detection; some are impossible, and I know of 
no field in the domain of surgery where it is 
more important to be able to place a proper val- 
uation upon the patient’s history and subjective 
symptoms than in diseases of the right upper 
quadrant; for, be it remembered, in the acute 
stages of diseases in this region all have the 
symptoms of the causative lesion, masked by 
those of the secondary peritonitis. Here, if ever, 
we must emphasize some, merely accept some, 
minimize some, and absolutely reject some. It is 
said that “poets are born, not made.” If this be 
true of poets, it is twice true of diagnosticians, 
and I am frank to say that, after many years 
of study, and after observing hundreds of acute 
upper abdomens, I still meet cases, almost every 
day, where I am unable to make a positive, pre- 
operative diagnosis. The symptom complex, com- 
men to this area, as outlined by Dr. Scott, is fa- 
miliar to us all. 


The lesson I gather from his paper is more 
study and still more study. Whether or not the 
pathology in the area under discussion will ever 
be revealed to us as clearly as the pathology of 
the lower abdomen is open to discussion, but 
this much is essential: in trying to raise the art 
of diagnosis to a science we must use only truth, 
and we must consider as truth only those ob- — 
servations the correctness of which can not be 
questioned. 
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SOME CONCLUSIONS ON PERITON- 
ITIS AND ITS RATIONAL 
TREATMENT.* 


By URBAN MAES, M.D., F.A.C.S. 
New Orleans, La. 


From the numerous suggestions made 
and the variable results obtained by 
surgeons in the treatment of the 
very vague condition known as “per- 
itonitis,” it is apparent that the eti- 
ology and pathology of this state 
remain poorly understood. The clinical 
picture of general septic peritonitis is 
fairly fixed in the minds of most of us. 
Following some infection in the peritoneal 
cavity, either through traumatism or dis- 
ease, there follow abdominal distension, 
with rigidity, nausea and vomiting, a va- 
riable degree of pyrexia, increasing pulse 
rate, with first high and then lowering 
tension, pinched and drawn facies, inabil- 


ity to arouse any intestinal peristalsis, not 


even sufficient for the expulsion of flatus. 
There may be regurgitant vomiting, the 
vomitus finally being jejunal content, 
which may be expelled with great force. 
These symptoms increase in severity until 
death puts an end to the patient’s suffer- 
ing and the doctor’s efforts to start intes- 
tinal movements. 
As noted, this is the usual picture. 
However, there are some patients who 
succumb with this same symptom complex 
minus the great abdominal] distension, and 
we have been accustomed to call this the 
fulminating type, in which “the peri- 
toneum has not had time to react.” Some 
of these patients die so quickly, and often 
with dyspnea and cyanosis, resembling 


~ gome forms of shock, so that this state has 


even been called septic shock, and resem- 
bles certain phenomena associated with 
anaphylactic shock. 

It has been the opinion of many observ- 
ers that the peritoneum could care for a 
certain amount of infection, provided it be 
given a “fair chance.” In other words, 
the element of handling or traumatism 
plays an important role in the post-opera- 
tive behavior of the peritoneal membrane. 
This has certainly been the observation of 


*Read in Section on Surgery, Southern Medical 
Association, Ninth Annual Meeting, Dallas, Tex., 
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every one, and the results attained by iso- 
lating the peritoneal cavity from the op- 
erative field by moist gauze pads justify 
their use wherever conditions permit. 

In recent years the attitude of the sur- 
geon toward the use of saline solution 
(free) within the peritoneal sac, espe- 
cially in the face of infection, has mate- 
rially changed. During my term of serv- 
ice as an interne, Clark’s head-down posi- 
tion was in vogue. It was the custom to 
use saline solution freely in an appendi- 
ceal abscess or in a gunshot perforation or 
any diffuse peritoneal infection. Sur- 
geons soon were disappointed and were 
prompt to recognize the advantages of the 
Fowler position as well as the “dry” tech- 
nique. The reasons for the abolition of 
free irrigation were slow to be appre- 
ciated in spite of the fact that the better 
results were due to a fundamental princi- 
ple of bacteriology, viz: that any micro- 
organism in culture ceases to grow after 
a definite time; the same is true of the 
peritoneal cavity where we also have anti- 
bodies and protective exudate. If we now 
add a few drops of normal salt solution to 
our test tube, the organisms will start to 
grow again. This again holds true in 
the peritoneal cavity. Fresh culture fluid 
is supplied and we wash away anti-bodies 
and other of nature’s inhibiting influences. 

As to the cause of death or factors in- 
fluencing the morbidity in intestinal ob- 
struction and inflammation of the peri- 
toneum with intestinal paralysis or para- 
lytic ileus, a number of observations have 
been made and elaborate theories ad- 
vanced. None has given the fiial solu- 
tion, but all have contributed data that will 
help ultimately to clear up this important 
subiect. 

Hartwell and Hoguet concluded that 
“the enormous loss of water due to vom- 
iting is the essential factor,” while Stone, 
Bernheim and Whipple have isolated a 
substance from closed loops which was fil- 
trable, and the filtrate was capable of re- 
producing symptoms. Murphy and Vin- 
cent, and lastly Murphy and Brooks, have 
deduced from experimental evidence that 
the toxins responsible for morbidity and 
mortality are generated in the lumen of 
the gut, and the absorption and constitu- 
tional symptoms are proportionate to the 
amount of damage to the mucous mem- 
brane. Gurd has shown that the poison- 
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ous substance is developed in the intesti- 
nal mucosa and that it is a splanchnic 
paralyzer, and that it is the result of tis- 
sue autolysis rather than a bacterial prod- 
uct. In conjunction with these observa- 
tions Gurd has demonstrated a fact that 
has been apparent to the writer in some 
of the observations that he has made— 
that thrombosis of the terminal radicals of 
the mesenteric vessels plays an important 
role. This is also borne out by the recent 
paper of Davis, who has shown that hem- 
orrhagic erosions of the esophagus and 
stomach are found at autopsy in some 
‘deaths from ileus. Thrombosis from stag- 
nation has also been shown in the intra- 
mural capillaries in the distended portion 
of: bowel. 

Without burdening you with a review of 
the very extensive literature on the sub- 
ject, I think we are justified in coming to 


certain conclusions regarding the condi-. 


tions which are variously classified under 
many headings, but all of which have a cer- 
tain pathological similarity. Paralytic 
ileus, intestinal obstruction, diffuse septic 
and local peritonitis, etc., all produce a 
similarity of symptoms and pathologic 
findings. And these symptoms are due to a 
poisonous substance, probably a split pro- 
tein which is the result of tissue autolysis 
of the intestinal mucosa. This poisonous 
substance in turn is a splanchnic para- 
lyzer, and the severity of symptoms or 
the rapidity of death are in proportion to 
the dosage or amount of absorption. Gurd 
has plainly shown that the poisonous sub- 
stance is in the mucosa and not in the in- 
testinal contents. 

It would seem that the series of events 
as they occur is as follows: 

1. As a result of trauma or infection a 
loca] influence is exerted on the plexuses 
of Auerbach and Meissner, which in turn 
is carried to the abdominal sympathetic 
ganglia. This is in line with Crile’s ideas 
as put forth in his last paper dealing with 
the “Kinetic Theory of Peritonitis,” where 
he concludes that opium narcotization is 
a very efficient treatment for peritonitis. 

2. This local effect on the intestine is 
followed by a local paralysis with its effect 
on the terminal mesenteric vessels and in- 
testinal mucosa. If we have a general 
infection of the peritoneal surface the 
same phenomena are present. We then 
have absorption of the split protein with 
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its general systemic effect, and, depend- 
ing on the severity of the lesion and the 
dosage of the poisonous substance, our pa- 
tient either gets well or dies. 

From the foregoing facts we reason that 
a vicious circle exits which must be broken 
in order to prevent the occurrence of para- 
lytic ileus or remedy it if it has already 
occurred. It is also apparent that infec- 
tions of the peritoneal sac are dangerous 
in proportion to the amount of paralysis 
they produce. Another factor of impor- 
tance is that cavity infections, if they ex- 
ist, must be relieved by drainage, but 
more attention must be given to drainage 
of the lumen of the gut, which is the 
source of the poisonous substance directly 
responsible for symptoms. The futility of 
such agents as pure iodine, ether, etc., 
a directly into the cavity is appar- 
ent. 

It has been the custom in the past to 
pay too much attention to the phenomena 
which have been evolved as the defensive 
mechanism of nature. As noted by Crile 
these are: Immobilization of the abdom- 
inal wall, inhibition of the intestinal move- 
ments, exudation gluing together the in- 
testinal coils, and vomiting in an effort to 
get rid of the toxic material. 

Treatment should be based on certain 
principles and the remedial aids at our 
command are sufficiently few and easy of 
application to be summed up in a few 
words. Pituitrin should be used for its 
well-known effect on unstriped muscle 
fibre. It has been my custom to use pitui- 
trin in all cases where we are justified 
in suspecting that a laparotomized pa- 
tient is not going to make a smooth con- 
valescence. The next most valuable agent 
is the stomach tube, and finally, if para- 
lytic ileus become established, I resort to 
a procedure taught me by Dr. F. W. Par- 
ham, of New Orleans, viz: Purse string a 
Pezzer (umbrella) catheter in the most 
distended coil of gut. (This is easily ac- 
complished under local anesthesia.) By 
this simple procedure we secure relief 
from excessive gaseous distension and se- 
cure intestinal drainage where it is most 
needed. The other means at our command 
should be secondary to the foregoing, 
which seem to the writer to have been life- 
saving aids. Enteroclysis and hypoder- 


moclysis are valuable, as shown by Hart- 


well and Hoguet, in relieving the loss of 
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water, diluting and assisting in the elim- 
ination of toxic substances. I have used 
glucose for its high caloric food value. And 
caffein in the form of coffee may be 
added to our protoclysis. The writer has 
seen at least one instance in which a pa- 
tient seemed to have been resurrected by 
the use of Enriquez’s solution (500 cc. of 
30% glucose intravenously). The rational 


use of enemata and the rectal tube must 


not be overlooked, and finally morphia 
should be judiciously given to allay suf- 
fering and secure rest for the exhausted 


patient. 


1671 Octavia Street. 
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DISCUSSION. 


Dr. F. G. DuBose, Selma, Ala.—I wish to com- 
pliment the doctor upon this paper. It is as 
clear cut and as patent a presentation of the re- 
cent knowledge of this condition as it has been 
my opportunity to hear. He has left but little 
more to say, except with reference to two points: 
One is a condition which is increasing and has 
increased very largely on account of the misin- 
terpretation of the Oschner-Murphy treatment in 
profound peritonitis. 


One thing I wish to emphasize here is with 
reference to the prevention of the absorption of 
these toxins which, if not done, and if they 
are absorbed in sufficient amount, will produce 
a fatal issue in five or six days, and that is by 
the removal of the source of the toxin formation 
whenever possible. These toxin formations occur 
at the point of obstruction in the mucosa mechan- 
ically or by a thrombosis of the vessels supplying 
the area of the mucosa. 

An additonal suggestion with reference to its 
treatment is the use of chemically pure bicar- 
bonate of soda combined with glucose in the 2 to 
20% concentration and given intravenously. Soda 
has very much the same effect on the heart 
muscles as adrenalin and digitalis, except that in 
the higher wave of increased blood pressure it is 
longer sustained at its height and more gradually 
comes down to its original pressure, never below 
it, as is the case in the reaction following the 
use of adrenalin. 

Dr. R. M. Harbin, Rome, Ga.—I would like to 
express my appreciation of the splendid resume 
that Dr. Maes has given of this subject, and I 
wish to emphasize the importance of a mechan- 
ical conception of the treatment of peritonitis 
and lose sight of the infection as affecting the 
peritoneum. 


- on to a certain extent. 


SOUTHERN MEDICAL JOURNAL 


The infectious process is disastrous to the pa- 
tient in that it obstructs normal drainage of the 
intestines through arrest of peristalsis. We must 
go in and get out quickly for drainage. 


Next, before the patient comes from under the 
anesthetic, use the stomach douche. It is the 
most important means that we have for treat- 
ment of retained intra-intestinal toxic products. 
Of course next is the Fowler position and the in- 
fusions into the rectum, but one thing especially 
that we do not do often enough is to begin early 
in any case of peritonitis with the stomach tube 
to prevent stagnation of intestinal contents. You 
lessen the load of sepsis in the patient by reliev- 
ing the element of autointoxication. : 


Dr. Denegre Martin, New Orleans, La.—For 
several years we have been dealing with peri- 
tonitis, with a form of general peritonitis, dis- 
tention and pain, and I -do not believe that we 
have understood it until Dr. Gurd succeeded in 
explaining it and as Dr. Maes has read here to- 
day. It is this condition that really has _ ex- 
plained the whole situation and has produced the 
secondary condition of paralysis which brings on 
the fatal results, provided, of course, it has gone 
But we have for years 
been treating these conditions mechanically with- 
out understanding the cause. 


Some twelve years ago, Long read a paper in 
Cincinnati and was more or less ridiculed because 
he had introduced three catheters into one pa- 
tient—and the patient had survived! Long was 
right. I have done the same thing since. We 
have today probably twenty cases of peritonitis 
to our credit. One came to us practically dead 
from gastric ulcer and all we did was to drop ina 
catheter, just simply giving the douche right into 
the intestine. We do that right along. It is as- 
tonishing to see the improvement of these cases. 

Where you do not get sufficient relief in these 
cases from the one catheter there is no reason 
why you should not seek another point. 

The abdomen is opened and if there is any free 
fluid in the abdomen it is drained out, and some- 
times a small gauze drain is left in above the 
pubes and the patient put into the Fowler posi- 
tion; a catheter is then introduced and the fluid 
given freely through this. ¥ 

It is perfectly astonishing the results that are 
obtained very soon after this operation. So 
much so today that we operate very frequently 
with the expectation of having to introduce a 
catheter later on in the course of the treatment 
in cases where we have infection at the time— 
free infection as a result of perforation—putting 
a loop in the upper portion of the intestine, 
where we can, at any time, catch up this loop 
and drop in the catheter; and we now recognize 
that the fluids that we thought were the cause 
of the infection were nothing of the kind, but that 
it was due to the fluids of the intestines them- 
selves, and by diluting these fluids we are curing 
our patients. We add some morphine if they are 
in pain and as much rest as possible. 

The stomach pump we have never used except 
in cases where vomiting was persistent and pa- 
tient was vomiting a great deal of fluid. I believe 
unless that indication is present it is better not to 
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AUTHORS’ ABSTRACTS 


do it, because they do not tolerate the stomach 
tube well. 

Dr. Urban Maes, New-Orleans, La. (Closing).— 
Inflammation of the peritoneal membrane is only 
dangerous in so far as it is capable of producing 
intestinal paralysis. With the praralysis comes 
an early thrombosis in the terminal radicals of 
the mesenteric vessels in the wall of the intes- 
tine, causing ulceration and necrosis in the mu- 
cosa, liberating a toxic protein substance from 
the mucosa, which is the cause of symptoms. 

We are familiar with thrombosis of the large 
mesenteric trunks, but have not been accus- 
tomed to thinking of the possibility of throm- 
bosis in the terminal capillaries caused by pres- 
‘sure from gaseous distention, which in turn may 
be caused by handling the plexus of Auerbach 
and Meisner in the wall of the intestine. 


AUTHORS’ ABSTRACTS 
Gynecology, Obstetrics and Genito- 
Urinary Diseases. 


Surgical Operations During the Pregnant State. 
By Francis Reder, St. Louis, Mo. The Ameri- 
can Journal of Obstetrics, January, 1916, p. 66. 
The author believes that an imperative major 

operation, of whatsoever nature, performed dur- 
ing the pregnant state, does not influence the 
progress of pregnancy other than to favor its 
continuance, provided no septic process with its 
continued high temperature results in the death 
of the fetus and causes abortion. 

The author’s experience with appendicitis as a 
complication leaves for him but one choice in 
dealing with this disease, and that is to operate 
as soon as the diagnosis is made. He even goes 
so far as to demand an exploratory operation in 
all cases where there is a strong suspicion of 
the existence of appendicitis. Through such a 
procedure very little harm, if any, can occur, and 
a far more serious trouble may be anticipated 
and the patient’s life saved. Surgical intervention 
for appendicitis during pregnancy is not a matter 
of election and should be performed regardless of 
any accepted ruling as to the most propitious time 
for operation. Of five cases of appendicitis dur- 
ing the pregnant state, between the fourth and 
the seventh month, where pus was encountered, 
three aborted—all within five days. The other 
two went to full term, having a normal labor. 

Of twenty-eight cases of appendicitis during 
pregnancy between the second and the fifth 
months, where no pus was encountered, there 
were no abortions. Two cases of appendicitis, 
one occurring during the sixth month and the 
other during the seventh month of pregnancy, 
suffered no untoward results from the operation. 

The cause of abortion in the pus cases must 
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not be attributed wholly to the operative meas- 
ure. The author is disposed to believe that the 
continued high temperatures and the drainage ma- 
terial used are equally important factors. 

Cervical myomata grow rapidly during gesta- 
tion and usually prove a decided barrier to de- 
livery. Vaginal enucleation or amputation of the 
tumor should be done at the earliest date possi- 
ble. The operation is often followed by severe 
hemorrhage and difficult of control. Many sur- 
geons militate against this risk by resorting to 
more radical measures. Should a cervical myoma 
prove too great a risk for removal, on account 
of the size it has attained, it would be advisable 
to follow the same rule as in the other varieties 
of uterine myomata, namely, to wait for the via- 
bility of the child, and then perform Cesarean 
section, followed by hysterectomy. 

Cases of myomata complicating pregnancy 
coming under the author’s care were nine sub- 
peritoneal tumors, all sessile. Four cases were 
subjected to myomectomy on account of rapid 
growth and incarceration between the third and 
fifth months; no abortion. Of the other five cases, 
three went to full term, and two miscarried at 
the fifth and seventh months, respectively. All 
recovered. In the three cases, where myomec- 
tomy was successfully performed, the uterine bal- 
ance was quite disturbed, as was evidenced by 
pain that presaged an impending abortion. With 
the aid of opiates, the organs regained their nor- 
mal equipoise within a few days. The other case 
of myomectomy progressed most favorably and 
gave no evidence of the surgical infliction. In 
one case of interstitial tumor operation was re- 
fused. Patient miscarried in the seventh month 
and perished from sepsis two months later. In 
two cases of intraligamenteus tumor, operation 
was refused. One case aborted in the third 
month and the other in the fourth month. Both 
patients recovered. They were operated success- 
fully later. One cervical myoma the size of a 
hen’s egg was removed during the second month. 
No abortion. The author had a few cases of 
myoma where hysterectomy had been performed 
and the discovery of pregnancy was made after 
operation. 

Conclusions 

The author’s conclusions gleaned from _ the 
studies of a limited experience with surgical le- 
sions complicating or co-existing with pregnancy 
are as follows: 1. A woman expecting to become 
pregnant should be thoroughly examined for any 
physical defect. 2. Such a defect should be cor- 
rected, if possible, before pregnancy takes place. 
3. No operation that can be deferred should be 
performed upon a pregnant woman. 4. Any op- 
eration that will contribute to the safety of a 
pregnant woman should be performed without. 
hesitancy. 
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RAILWAY SURGERY 


PREPAuwATORY TREATMENT FOR 


tRANSPORTATION OF THE 
INJURED.* 


By Bacon SAUNDERS, M.D. 
Fort Worth, Tex. 


Probabiy as much harm is done to in- 
jured people, both in corporation and 
civil practice, in their transportation 
often as is done after they get to a hos- 
pital, and sometimes a plenty of harm is 
done there. I mean by that this: That 
every man who proposes to do traumatic 
surgery, and that is every doctor that 
happens to come in contact with them in 
person, should be particularly impressed, 
absolutely impressed, that the fate of that 
case, that life possibly—certainly the fate 
of that limb—may depend upon what he 
does for that individual right at the time. 

Nothing can be done in the way of 
first aid that is of more importance than 
to take the proper steps to protect the pa- 
tient from infection and further injury to 
himself while being transported to the 
hospital or other place of permanent 
treatment. This, I am sure, is an old 
story to most of us, but I think it is well 
to recall it often, to jog our minds by 
way of remembrance of the things we al- 
ready know. 

It has not been many months since an 
old man sixty-odd years of age was sent 
190 miles to the hospital with a fractured 
femur, and without a thing in the world 
on that femur but his old, dirty trousers 
and his unmentionables. Think of the 
agony he must have suffered and the im- 
mensely increased danger to his broken 
limb. Little trouble it would have been 
to have prevented both pain and further 
damage by prover simple support. 

The very first thing in the preparation 
of a natient for transportation—whether 
ten blocks, ten miles or one hundred 
miles—is to fix that patient so that he will 
not do himself anv harm. 

There is no condition in which they may 


*Read before Southern States Association of 
Railway Surgeons, Auxiliary to Southern Medical 
Association, Dallas, Tex., Nov. 8-11, 1915. 


do themselves more harm than in what 
appear to be simple fractures. 

apples to tractures of either ex- 
tremity, and no man caliing himselt a doc- 
tor, | don’t care where he practices, who 
snould not know more and who does not 
Know more than not to support a broken 
limb. It is a cardinal rule that every 
broken limb should be lined up as nearly 
as possible in iis normal axis and immo- 
bilized; it can practically always be done. 
‘here may not be at hand a box or splint, 
tc be sure, but it requires small skill to 
extemporize something that will do the 
work. If the fracture is below the knee 
a good safe temporary support can be 
made with an overcoat, blanket, bed quilt 
or pillow on the outside of which a board, 
walking cane or umbrella is fastened by 
bandages, handkerchiefs or strips of any 
material at hand. One of the very best 
and most comfortable temporary splints 
tor fractures below the knee can be made 
by an ordinary pillow brought up around 
the sides of the limb and snugly bandaged 
in position either with or without an out- 
side board splint. 

Fractures above the knee can be immo- 
bilized by a folded blanket or quilt or bed 
bolster over which a board or fence rail 
from the waist line below the foot is fas- 
tened at the waist line, in the crotch, just 
above the knee and ankle by bandages, 
handkerchiefs or strips of torn sheets or 
quilts, which can be commanded under 
nearly all circumstances. In ranching and 
farming countries similar things of fence 
wire can ordinarily be made to accom- 
plish the same purpose. The main thing 
to bear in mind is that under scarcelv 
any conceivable circumstances is_ it 
justifiable to move such a case until the 
fracture is comfortably immobilized. 
Otherwise a case that was simply a frac- 
ture will almost certainly be a comnli- 
cated and possibly even a comminuted 
fracture. 

In railroad surgery, particularly, the 
fractures are not always simple, but are 
often compound in all grades of severity. 
My observation is that very often the man 
who sees this class of cases first tries to 
do too much for them. He recognizes 


— 
| 
i 
| 
4 } 
i 
- 
‘ 
it 
4 
te 
j 
me 
— 
{ 
hi 
: 
I 
i 
— 
— 
2 


SAUNDERS: TREATMENT FOR TRANSPORTATION OF INJUREB 


they are apt to be very bad and thinks he 
must do a great deal for them; whereas, 
as a rule, the less he does the better if the 
. patient is to be put in the hands of a com- 
petent man in a few hours. He should 
straighten out the limb, coaptate the frac- 
tured bones the best he can without touch- 
ing them, and cover it with the cleanest 
and best material at hand. If he can not 
get gauze he can get freshly laundered, 
soft linen or cotton goods, or even towels 
with which to protect it from further in- 
fection while being carried to the place 
for permanent treatment. It is extremely 
dangerous to undertake to clean com- 
pound fractures under such circumstances 
and is unquestionably the safest first aid 
to manage them as above indicated. The 


danger is nearly always immensely in- 


creased to attempt to try to do anything 
more radical. 

I want to say one other thing: (Most 
of the things that I mention here I have 
seen occur many times. Some of them 
would be ludicrous if they were not so 
serious.) The average doctor who has 
not had large experience in these things, 
when he goes to put a bandage around a 
broken arm or leg is almost certain to do 
one of two things: to put it on either too 
loosely or as tight as “Dick’s hatband.” 
He puts it on so tightly that when the pa- 
tient gets to the hospital in a few hours 
the limb is really in a dangerous condi- 
tion. You had better simply put some- 
thing alongside of it, hold it gently in 
place, than to hold it that way—infinitely 
safer for the limb. 

I saw a case nearly a week ago—and I 
am pretty nearly ashamed to tell this, be- 
cause it happened to a patient of a doctor 
who lives in Fort Worth. The patient had a 
bad fracture of the leg that had been 
dressed for twenty-four hours, with the 
foot left bare. Certainly that foot was 
swollen. That doctor thought he had done 
his whole duty. He had done something 
worse for that patient than if he had done 
nothing. 

This brings to mind another important 
rule in this acute surgery, if you want to 
call it that, and especially in extremities, 
if you bandage at all, be sure to bandage 
from the tip of the extremities. Better 
not use a bandage at all if you do not put 
it on from the tip of the extremity. This 
is an elementary rule, to be sure, but one 
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that is more often honored in the breach 
the observance. 

Another thing: If an employee has a 
baquy crusheu .simb the loca: surgeon is 
Just as apt as not to put a tourniquet on 
the limb above the injury. It may take 
ven to twelve hours to go to the hospital, 
and if so the limb below the tourniquet is 
blue and dead, and there is a bad result 
when it is amputated because the blood 
supply had been cut off by the tourniquet. 
It is rarely, almost never, necessary to 
use a tourniquet in crushing injuries; in- 
finitely better to let them bleed a little. 
The danger of hemorrhage is not to be 
compared with applying the tourniquet 
and letting it remain there from two to 
ten hours. Put on a surgical dressing 
snugly and nicely and send the patient to 
the hospital or wherever he is going if 
he can get there in a few hours. It will 
be much safer than to apply the tourniquet 
where there is practically no danger of 
hemorrhage. 

Small lacerations and punctured wounds 
are generally dressed and not sent to the 
hospital. In our anxiety to do the proper 
thing for them we generally do either too 
little or too much. It is a fashionable 
thing now simply to pour a little iodine 
in or put it on and when that is done all 
indications and necessities have been am- 
ply met. Preferably in the majority of 
these cases if you are going to send them 
to me to the hospital I would rather you 
would simply put on an antiseptic dress- 
ing and keep your iodine and everything 
else off unless there is an apparent and 
known foreign body in the wound. It is 
in my judgment just as safe for the pa- 
tient to do little or nothing as it is to do 
too much. 

In the case of a fractured limb allow 
me to emphasize that it be put in a tem- 
porary splint and not a permanent dress- 
ing to send to the hospital. Except in 
the rarest instances and in the hands of 
experts who have the case under con- 
tinuous observation it is extremely dan- 
gerous to put a plaster cast on a broken 
limb in the first few hours. I would not 
like to mention in this company the num- 
ber of times I have had broken arms and 
broken legs that had been dressed pri- 
marily in a plaster cast come to the hos- 
pital with fingers and toes assuming the 
edematous and purplish hue that indi- 
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cated impending gangrene. Do not dress 
any recent tracture in a primary plaster 
cast to send it to the hospital or even to 
keep it at your own house unless you are 
going to sit up with it. 

No common injury with which I am fa- 
miliar is so generally badly managed pri- 
marily as sprained ankle. It is still recom- 
mended in some of the text-books, and 
more’s the pity, is still the practice in 
some quarters to encase a sprained ankle 
in a plaster cast or boot. Such practice 
is not only useless and ineffective, but 
dangerous. A few years ago some of my - 
local surgeons followed this dangerous 
practice and in order to stop it, it was 
necessary for me to issue the instructions 
that a local surgeon sending an employee 
to the hospital a second time with a 
sprained ankle encased in plaster of Paris 
would be removed from his position. It 
is infinitely less painful and safer to let 
a sprained ankle go without any dressing 
than to put it up in plaster. It is not nec- 
essary to put any kind of a splint on a 
sprained ankle; simply a loose dressing 
and be sure that it is loose enough. 

One other thing I may be permitted tc 


-mention in passing: Local surgeons and 


doctors are wonderfully influenced by: 
public clamor, and one of the commonest 
mistakes that is made by local surgeons 
and doctors generally is, no matter what 
the character of the injury, the brakeman 
has already filled him up with “White 
Mule” or some other equally bad brand of 
whisky and the doctor proceeds to load 
him further with two or three shots of 
morphine, and when he gets to the hos- 
pital he is so doped he can not hit the 
earth with his hat. Do not allow the pa- 
tient to be made drunk with whiskey or 
dope him yourself with morphine. 

You will frequently have to fight three 
or four brakemen and switchmen, and if 
it is a big yard you will almost have a 
scrap with them, but stand your ground. 
They will tell vou if you do not give them 
some more whiskey they will wire the 
chief surgeon and have you fired, etc. It 
is extremely bad practice to send a patient 
either to the hosnital or his home loaded 
with whiskey and morphine. 

I thank you very much for listening to 
me in this offhand talk. I am sorry IT 


eculd rot he here and hear the discussion 
and talk this morning. I would have been 


here if I had been out of bed. I would 
not have been here now if my wife had not 
gone to the club, but she went, and so I 
slipped off. 


DISCUSSION. 


Dr. R. W. Knox, Houston, Tex~If I could 
speak extemporaneously as well as Dr. Saunders, 
it would not be necessary in any case to reduce 
my remarks to writing. I am sure that we have 
all enjoyed what he has said with regard to the 
preparation of patients for transportation. His 
main topic, of course, is the question of fracture, 
as these cases necessarily receive greater injury 
when not properly prepared for transportation. 
He has had the same experience as the rest of 
us in receiving patients in the hospital for whom 
absolutely nothing had been done to protect the 
broken limb. It would seem a very simple thing 
for a man who is not a doctor to know that a 
case could not be handled a half dozen times 
with no support for the fracture without much 
damage being done. This subject is of great 
importance from the fact that the proper pre- 
liminary attention may mean the saving of a use- 
ful limb. As illustration of this: I had a case 
about four months ago in which the wheels of a 
train passed over a leg, causing a badly crushed 
compound injury. The local surgeon is a most 
excellent man and used extension on the leg, ap- 
plied aseptic dressings to the wound, padded the 
limb well and used plaster of Paris splints 
for immobilization. The man came into the hos- 
pital in excellent condition and we were able to 
save his leg, due in great measure to the first-aid 
work that had been done. Dr. Saunders’ paper 
is the most important that we have had yet, and 
I think we should discuss it in some way at all 
of our railroad meetings and reach a uniformity 
of action along these lines. 

Dr. T. D. Frizzell, Quanah, Tex.—What per cent 
of the dislocated fractures, doctor, injured over 
the line and put up by some local man and shipped 
in to the hospital, do you not have to readjust or 
re-reduce? Don’t you find the majority out of posi- 
tion? 

Dr. Knox.—We do not expect the local sur- 
geons to accurately adjust all cases of fracture, 
as they do not have the time and facilities at 
hand for this work. In many cases by proper 
traction an accurate adjustment is made and it is 
not necessary to change the position when the 
final dressing is put on. In many other cases, 
however, this is impossible. What we expect of 
the local surgeon is to get the parts in as good 
position as he can and put on temporary splints 
to prevent undue motion by handling en route to 
the hospital. A final and accurate setting of the 
bones can be postponed for a week if necessary 
or until after the necessary X-ray pictures have 
been taken. 

Dr. R. L. Browning, Dow, Okla.—I wish to con- 
gratulate Dr. Saunders upon that paper—it was 
a bully good one. I think that we might, with 
profit to ourselves and the people that we have 
to treat, let what he said sink in deep. 

He went over the importance of the first treat- 
ment of fractures. That very often spells suc- 
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cess or failure with fractures—the first treat- 
ment. Unfortunately we can not always blame 
the doctor in the first treatment. They generally 
have a neighbor or some one who takes charge 
of the job. 

I am a mining surgeon. We have first aid 
teams for our mine, and I. have done a good bit 
of coaching in first aid teams. I teach the boys 
in the mine to use an inside and an outside splint 
for fractures of the leg. The outside splint ex- 
tends from the axilla to the ankle, the other 
from the crotch to the ankle. They are put on 
with seven triangular bandages—two about the 
waist, two above, and two below the knee joints. 
The bony prominences of the limb are padded 
with such material as may be had. Where the 
first aid kits are at hand they have cotton pro- 
vided for that purpose, and they use that for 
padding. 

No one has said anything about handling 
broken backs. It is a dangerous thing to pick up 
a man with a broken back before he is put ona 
splint. He should be turned over by three or 
four men and a board shoved under him; then 
the board can be raised and he can be fixed on 
this board and transported to the hospital or to 
the place of treatment. 

I have in mind one man who had a broken 
back from falling rock in the mine and the cord 
was evidently not broken, for he told me he was 
able to move his limbs before he was transported 
to the hospital, but in the transporting of the 
man to the hospital they broke his spinal cord, it 
cost him his life and the mining company five 
thousand dollars. 

They always happen where you don’t expect it, 
but a little common sense will teach you how to 
fix those things up. Where you have not a splint 
for the leg, very often you can fix a broken limb 
safely by tying it with bandana handkerchiefs to 
the limb that is not broken. 


Dr. S. A. Pennington, Elton, La.—As the chief 
surgeons of railroad corporations are somewhat 
inclined to criticise the first aid work of the 
local surgeon, it occurs to me that the proper 
relation does not exist between the two. From 
the standpoint of first aid work we are not in a 
measure in touch with each other, for the wishes 
of the chief seem to be foreign to the local sur- 
geon. Then if first aid work rendered by the 
lccal physician is not just what is expected by 
the chief, who is to blame — the local sur- 
geon? Perhaps so, and we will admit that they 
are, for argument’s sake, but as more than 90% 
of you who are within the sound of voice are lo- 
cal surgeons, I want to ask how many of you have 
received instructions from your chief? Possibly 
not one. Then if you have not been instruced 
and fail to render first aid service that is satis- 
factory, it then occurs to me very forcibly that 
no one should be blamed except the chief him- 
self. You and I would perhaps likely know how 
to treat and care for a patient of ours, one that 
would be under our care until cured or disposed 
of, but patients with railroad injuries that are 
to be treated by other surgeons are different, for 
in these cases we are to administer only first 
aid. To illustrate: we are called to see an in- 
jured person suffering, for instance, with a com- 
pound comminuted fracture of the forearm, one 
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in which an amputation is inevitable, but can 
with safety be deferred some several hours. Tak- 
ing for granted that we, as local surgeons, are 
thoroughly competent and well equipped to do 
such work, the question arises are we sup- 
posed to amputate under such conditions? Do 
we know just what is expected of us in admin- 
istering to the needs of these patients? In other 
words, have we been instructed as to our duty 
with regard to our relation to both patient and 
corporation? If not, and we are ignorant as to 
our duty, and render unsatisfactory work, who, 
then, should bear the blame? Should not the 
chief himself bear the major portion? If it is 
the chief’s duty (and it is occurs to me that it 
is) to instruct the local surgeon, he should im- 
mediately after making the appointments call his 
men together and instruct them as to what to do 
and what not to do. A great deal has been said 
about what the layman should do, but entirely too 
little has been said about what the local surgeon 
should do. If chief surgeon of a railroad, my ad- 
vice to the layman would be, hands off; and to 
the local surgeon, do but little. 

Dr. Denegre Martin, New Orleans, La.—In 
some cases there is a great deal of shock, espe- 
cially in compound fractures; sometimes hemor- 
rhage in these cases, and just a word here will 
be timely. Where the shock is due to trauma 
without hemorrhage, or even due to trauma with 
hemorrhage, I believe a quarter grain of mor- 
— will fill the bill better than anything you 
can do. 


Dr. M. F. Bledsoe, Port Arthur, Tex.—A sub- 
ject of so much importance should not be passed 
over lightly. Dr. Knox comes forward with some 
excellent suggestions, which should be well im- 
pressed upon the men who send in these cases. 
But why suggest so many different measures? 
Why not get together on the best and insist upon 
it’s being used? 

The moulded plaster splint is unquestionably 
the safest, best and most comfortable splint you 
can put on temporarily. Why not impress that 
one feature above all others? But if that is not 
practicable, which I do not concede, let the bet- 
ter men get together on a practical dressing and 
have their local men adopt it. Any man can 
carry an eighteen-inch board five feet long, a few 
rolls of plaster bandage and roll of adhesive two 
inches wide to any case he can get to, and with 
this equipment any man with a little experience 
can mould on a splint that would be entirely 
satisfactory. 

Now we all know, or should know, that the 
board splint or the umbrella, or any of those 
things will, in a manner, do; but let’s get away 
from the idea of just doing to get by, and use 
the good, sensible plaster splint. It is cheaper, 
easy to apply, and you can get your results. 
There is no danger from pressure from a plaster 
splint. You sometimes have trouble from the 
sticks, so why not stick to one good idea and im- 
press that on the men. 

I wonder how many chief surgeons have talked 
with their local men or perhaps have held clinics 
for them and impressed them with the best ideas ~ 
of how to handle emergency cases and send 
them in. Put a leg in a moulded splint and an 
ordinary baggage man or express messenger can 
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take charge of the case. With a little instruc- 
tion from the local surgeon he can tighten or 
loosen the bandage and make the patient com- 
fortable throughout the entire route. 

Any man can learn in an hour’s time. with a 
dozen or so bandages of plaster of Paris how to 
make a splint to apply on a patient should he 
be called on to treat one, so that that patient can 
travel any number of miles without any trouble. 


Dr. Saunders (closing).—I am very much like a 
long, gaunt, hungry Campbellite preacher in Miss- 
issippi I once knew. He was holding a protracted 
meeting in my town and my father said to him: 
“Doctor, you stirred them up last night,” and he 
said: “Yes, thank God, I have brains enough to 
raise a muss.” 

_It seems that I have “stirred them up,” any- 
way. 

When you have shock, doctor, morphine is all 
right. It is the very best thing there is. There 
is nothing better than the modified plaster splint, 
but when it is twenty-five miles to anywhere the 
doctor does not always have his plaster along 
and he can not always get it; so what are you 
going to do with him until you can get him to a 
permanent place? It is all right if you have 
your material to put on the modified plaster 
splint. I spoke against putting on the plaster, 
cast. The splint is all right when it is put on 
as Dr. Cummins does. He, perhaps, has rea- 
sonable facilities at hand and knows how to use 
them. I did not intend to discuss the ideal dress- 
ing under ideal circumstances. 


In reference to the chief surgeons, I guess 
Knox has not told his local surgeons anything, 
but this does not apply altogether to local sur- 
geons, because it is just about half the time some 
one who is not a local surgeon gets these inju- 
ries and does not handle them safely. What I 
said does not apply to local surgeons alone. They 
know nearly as much as the average fellow. 
And I was not talking exactly at them,:al- 
though, perhaps, talking mostly to them. 
I think Scott, over there, instructs his local sur- 


geons. He talks to me sometimes. I happen to 
be one of his local surgeons, you know, but the 
criticism is, to a limited extent, just. Now my 
local surgeons have carte blanche to treat things 
according to the necessities of the emergency. 
I don’t expect them to do it, but I expect them to 
know how to do it. I expect them to have com- 
mon sense, surgical judgment and skill. 

There is no question that the most im- 
portant thing in this whole subject is the trans- 
portation of fractures. More sins of omission 
than of commission along that line are commit- 
ted—not alone on the railroads. It occurs every 
day right in Dallas, occurs every day in Fort 
Worth, in Houston, transporting them up to 
Knox’s and other hospitals. Drivers of modern 
auto ambulances and their assistants are largely 
obsessed with one idea, and that is to grab the 
victim and fairly “burn the air” to the hospital 
regardless of the damage done in so doing. This 
makes it more than ever important that the 
broken limb be safeguarded against dangers in 
handling transportation. I had a fellow the other 
day that did not come into my hands at first. I 
heard the ambulance driver say, “We drove sixty 
miles an hour coming out.” And he had no dress- 
ing-on that wound and he had broken limbs, arms 
and everything else, and almost as much harm 
was done in getting him to the hospital as by 
the fall. We must put some sort of apparatus 
en these fracture cases, and because you have 
not the plaster for the temporary splint is no 
excuse; it is no excuse that you have not a bol- 
ster or pillow. You have a coat or can borrow 
a pillow or bed quilt. The gentleman made a 
good suggestion—tying the legs together—but 
be sure to put plenty between them. You must 
immobilize the fracture and it is no excuse that 
you ‘have not what you might call scientific ma- 
terial there to do it with. 

I thank the gentlemen very much for this dis- 
cussion of this exceedingly impromptu affair, be- 
cause this morning I did not think I would be 
able to talk at all this afternoon. 

I thank you very much. 
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EYE, EAR, NOSE AND THROAT 


SECONDARY TONSILLAR HEMOR- 
RHAGE*. 


By HENRY B. DECHERD, A.M., M.D. 
Dallas, Texas. 


A short while before I went on my va- 
cation this year, I selected fifty well- 
known American laryngologists and sent 
them the following letter: 


Dallas, Texas, May 14, 1915. 
Dear Doctor: 

I have had four cases of secondary tonsillar 
hemorrhage within the last three months. In the 
preceding nine years I had only a single case. I 
have my explanation of this strange fact, and ex- 
pect to state same in a paper on the subject in 
the near future; and I am very anxious to get 
your opinions along this line to incorporate in this 
paper. Hence, I am writing to fifty of the lead- 
ing men in this country, requesting them to give 
careful answers to the following questions, I use 
the cold wire snare in every case, adult and child, 
and invariably strive to do an _ extra-capsular 
tonsillectomy. My cases were all in adults, and 
were of slight consequence; but I have heard of 
some severe cases in my city in the practice of 
others . I would like very much to receive an- 
swers from each and every one of the fifty men, 
since I am writing only to that number. By ‘“sec- 
ondary” hemorrhage, I mean that which occurs 
from three or four days to ten to fourteen days 
after removal of tonsils. 

1. How many cases per year have you ha 
during the last ten years? : 

2. What do you consider the cause or causes? 

3. How many of your cases or cases of others 
you know were at all serious? 

4. Are these cases more common after ton- 
sillotomy or tonsillectomy? 

5. Your treatment—both preventative and 
curative? 

Fraternally yours, 


HENRY B. DECHERD, A.M., M. D. 


In order to show the great importance of 
this subject and the interest manifested 
in it, I shall state that I have received 
forty-two replies, notwithstanding the 
fact that some of the men were away on 
vacation and some few in Europe serving 
in one of the various units sent over by 
America to the seat of war. 

Some of the replies were unsigned, and 
as my stenographer threw away the en- 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Texas, Nov. 8-11, 1915. 


547 


velopes I am unable to give the names of 
all of those who did reply. The following, 
however, have replied either orally or in 
writing: O. Joachim, Harmon Smith, S. 
E. Allen, E. R. Carpenter, J. C. Beck, S. 
MacCuen Smith, W. C. Phillips, F. P. 
Calhoun, G. E. Shambaugh, H. Holbrook 
Curtis, E. C. Ellett, F. R. Packard, Otto 
T. Freer, E. H. Cary, J. H. Foster, J. O. 
McReynolds, M. E. Taber, W. D. Jones, 
Justus Matthews, Dunbar Roy, Linn 
Emerson ,Emil Meyer, A. H. Andrews, A. 
Pfingst, C. P. Grayson, T. J. Harris, W. 
R. Thompson, W. W. Carter, J. A. Stucky, 
J. L. Goodale, F. C. Todd, D. J. Davis, 
Robt. H. Craig, C. A. Gundelach, J. M. 
Ingersoll. 

While the results of my inquiry have 
not been so satisfactory as they might 
have been, they will nevertheless serve as 
a basis for a few adequate observations 
which are appended below. 


Two or three of the replies stated that 
no secondary hemorrhage had occurred 
in several thousands operations, but that 
two or three had been seen in consultation 
or had been heard of incidentally. I have 
had similar statements from laryngologists 
in this city, in whose practice I myself 
have known of secondary hemorrhage 
after tonsil operations. One laryngologist 
recently had forgotten two that he had 
had within a few months. In other words, 
convenient forgetting is a most common 
human failure. 

Speaking from a personal standpoint, 
I had four secondary tonsillar hemor- 
rhages during February, March and April, 
1915, and one a little more than nine years 
ago. I had forgotten this latter myself 
until accidentally noted among my case 
reports. This is but another example of 
the ease with which we forget. I feel 
fairly sure that no one has had three thou- 
sand tonsil operations without several 
hemorrhages that occurred from four to 
twelve days following the operation. 
These have either been forgotten, or else 
were of such mild degree as not to call for 
notice. Often the patient may not even 
call a physician, thinking that a little 
bleeding is to be expected. 
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To my surprise, over three-fourths of 
the replies confused secondary with pri- 
mary hemorrhage, although I had explicit- 
ly stated that my inquiry meant to deal 
only with that variety which came on sev- 
eral days following operation, i. e., suf- 
ficiently long thereafter for a slough to 
break away, rupturing a vessel (usually 
a vein). Naturally, all bleeding at the 
time of operation, a few hours later, or 
even as late as twenty-four to forty-eight 
hours (too soon for infection and slough- 
ing) is primary. With this we have no 
concern at present. 

As to the cause or causes, several that 
deserve mention were suggested by the 
different operators; but no one seemed to 
be at all satisfied that his explanation was 
correct. At the Mayo Clinic, where much 
attention is paid to the relationship of 
goitre and tonsils, Dr. Justus Matthews 
(who sees about 10 cases a year), states 
that his cases seemed to be associated with 
hyperthyroidism. Dr. J. A. Thompson, of 
Cincinnati, cites a case in “syphilitic en- 
darteritis.” Dr. Roy, of Atlanta, suggests 
“separation of exudate following snare 
operation.” The following causes have 
also been mentioned: “Movements of 
muscles of pharynx opening veins” 
(Freer); “slough including a_ vessel” 
(Pfingst); “constitutional causes” (Jo- 
achim); “severe traumatism to pillars” 
(Carter) ; “active inflammatory reaction 
following operation” (Grayson) : “lack of 
resistance,” “exercise too soon after oper- 
ation,” “hemophilia,” “status lymphati- 
cus,” ete., ete. 

Among the replies received to my ques- 


tionaires, the following are interesting: 
Memphis, Tenn. 
Dear Doctor: 

I enclose your questionaire which I have filled 
out, and find on looking it over that I have been 
somewhat verbose. I can only plead an interest 
in the subject to excuse that and hope that I 
have not said too much. 

I have seen five cases in ten years. I consider 
the cause to be insufficent hemostasis at the time 
of operation (see letter for qualification of this 
reply). None of the cases were fatal or even seri- 
ous, and I know of no fatal cases here. My cases 
occur after tonsillectomy; but I have not done 
more than three or four tonsillotomies in ten 
years. As to treatment, I operate, for hemor- 


rhagic and other reasons, under general anes- 
thesia only. The proper preparation of the pa- 
tient, with usually a hypodermic of morphine and 
atropine, lessens the likelihood of post-operative 
bleeding. The patients are kept in the hospital 
for at least twenty-four hours after the operation. 
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On the completion of the operation the patient 
is not removed from the table until every bit of 
bleeding is stopped, and I consider this the most 
important thing. Some do not bleed at all. Others 
are controlled by pressure for a few minutes. If 
a bleeding point persists a hemostat is put on 
and left on a few minutes—two or three. If the 
point still bleeds a catgut stitch is passed under 
it and tied. I do not try to ligate the bleeding 
point in the ordinary manner. If I operated un- 
der local anesthesia, or in my office, and let the 
patient go home at once, I would adopt Leslie 
Davis’ post-operative technique as a routine. I do 
the Sluder operation alone. It succeeds in over 
ninety-five per cent. of cases in my hands, and I 
venture to prophecy that it will ultimately become 
the only accepted method. Since adopting it I am 
willing for the first time for all of my cases to be 
subjected to criticism at the most unfriendly 
hands. The only critics of the method now are 
those who have not used it. With a dull blade and 
no hurry the bleeding is not very much. I would 
like to criticize the way tonsil work is done in 
many of the large clinics in the East. They are 
“yanked” out and the patients fired out of the 
room without waiting or looking to see if they 
bleed or not; and many of them must lose a lot 
of blood. 
With kindest regards, 
Yours very truly, 
E. C. ELLETT. 


Cincinati, O., June 14, 1915. 
Dear Doctor: 

To answer in detail your letter of May 14th 
would require an amount of time in the examina- 
tion of my private and hospital records that I am 
not able to give, with my assistant away on his 
vacation. I can recall no severe cases of sec- 
ondary hemorrhage, that is, three or four days 
after the operation, except one in a case of 
syphilitic endarteritis. The preventive  treat- 
ment I employ, is to be certain that all hemor- 
rhage is checked at the time of operation. A 
persistent oozing point is ligated before I leave 
the patient. Yours, truly, 

J. A. THOMPSON. 


Cleveland, August 3rd, 1915. 
My Dear Dr. Decherd: 

I have been away for six months and found 
your letter inquirng about tonsillar hemorrhage, 
dated May 14th, 1915. My secretary answered it 
during my absence. I shall be interested in know- 
ing the results which you obtained from your 
questions and I wish that you would send me a 
reprint of your article. 

In my own work I practically never have sec- 
ondary hemorrhage. I do tonsillectomies only, 
always dissecting the tonsils out. If any arteries 
are cut and the arterial hemorrhage is not stopped 
by compression alone, then I grasp the artery 
with a pair of artery forceps and tie it with a cat- 
gut suture and anchor the suture in two places, 
so that it cannot possibly pull off, or be dislodged 
by gagging, or vomiting, or anything that the pa- 
tient might do. I have not had a case of secondary - 
hemorrhage during the past five years. 

Sincerely yours, 
J. M. INGERSOLL. 
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St. Louis, Mo., May 24, 1915. 
Dear Doctor: 

Your letter of May 14th is before me, and I 
take pleasure in trying to give some answers that 
may be of assistance to you. 

1. By your definition of secondary hemorrhage, 
one that occurs between the fourth and eighth 
day after operation, you eliminate many cases 
which bleed on the first or second day even 
though the hemorrhage was controlled at the im- 
mediate time of operation. In this sense I have 
seen, as far as I can recollect, only three cases. 
Two of these, sisters that I operated upon myself, 
and one a man that was operated upon in Chicago, 
left there and bled one week later in St. Louis. 
These are the only cases which I could put under 
your classification, occurring among the cases 
under my observation. These run up into the 
thousands, I should say approximately five. 
There is the possiblity, of course, that some of 
mine bled and fell into other men’s hands, as 
the one that came under my observation. 

2. Because of the coming away of a small 
slough, as was the case in one of these three. 
The underlying cause, however, I personally have 
felt was a vasomotor disturbance of some kind. 

3. I had no fatalities, and know of no fatali- 
ties, or of any serious cases of other men in my 
locality.. 

4. All these cases followed a tonsillectomy in 
the strict sense of the word. I know of none 
after tonsillotomy. 

5. I have no fixed routine form of treatment. 
I deal with the condition as it seems to be neces- 
sary at the time of its occurrence, tying, pack- 
ing, sewing, local applications and so forth. What 
I do in a preventive sense may interest you. 
Every case that is operated upon by myself has a 
clotting test made, that is, I determine to my own 
satisfaction that the fibrin forming elements of 
the patient’s blood functionate and form threads 
of fibrin within two minutes. 

Cordially yours, - 
C. A. GUNDELACH. 


Montreal, May 24, 1915. 
Dear Doctor Decherd: 

Your letter of May 14th received. 

I am enclosing answers to your list of questions 
which I trust will be satisfactory. I have been 
brief in my replies, as the subject is a very large 
one, and I have, therefore, only touched upon 
what appeared to me to be the salient features. 

How many cases per year have you had dur- 
ing the last ten years? 
Ans. Approximately two. 
2. What do you consider the cause or causes? 
Ans. (a) Low resisting power. 

(b) Haemo-philic tendency. 

(c) Tonsillectomy should be regarded as 
a major operation, and treated as such 
both as regards diet and rest in bed. 
Hemorrhage sometimes follows lack 
of precaution in these respects. 

(d) Lack of ligation of bleeding vessels 
at time of operation. This I consider 
most important. 

8. How many of your cases or cases of others 
you know were at all serious? Any fatal? 


Ans. Several of my cases have been serious, but 
none fatal. 

4. Are these cases more common after ton- 
sillotomy or tonsillectomy? 

Ans. In my experience more common after ton- 
sillectomy. 

5. Your treatment—both preventive and cura- 
tive? 

Ans. Preventive treament consists in tonic 
treatment before operation, with special 
knowledge of family history. 

Blood tests taken for hemoglobin when indi- 
cated. Calcium lactate in appropriate doses 
a few days previous to operation. 
Curative Measures, local applications of 
astringents such as equal parts of tannic and 
gallic acid to bleeding surface, if necessary 
ligation of the bleeding point, or drawing 
pillars together over a large pledget of ab- 
sorbent cotton which has been previously 
saturated with tincture benzoin co. Early re- 
moval of clamps is advisable. 
Constitutional treatment when necessary 
consists of rectal injections of normal saline 
solution, or intravenous saline injections as- 
sociated with administration of morphine 
hypodermically. 
General supporting treatment. Mouth should 
be frequently cleansed until healing ensues. 

Yours very cordially, 

ROBERT H. CRAIG. 


Minneapolis, Minn., May 27, 1915. 


My Dear Dr. Decherd: 

Replying to your circular letter of the 14th 
inst. concerning “secondary tonsillar hemorrhage,” 
I would say that I have had no fatal cases, nor 
any that have proven very serious. Before resort- 
ing to the procedure now practiced, I had one 
rather free, but not serious, secondary hemor- 
rhage, but since that have had none which was 
at all serious. I have had two or three cases in 
which the sputum was stained with blood out of 
several thousand operations. 

In reply to your second question, I would say 
that I think that such secondary hemorrhages 
result from the sloughing that occurs, perhaps 
in the earlier cases, sometimes from the break- 
ing away of a clot. 

Replying to your fourth question I would say 
that hemorrhages both primary and secondary 
are certainly more common after tonsillectomy 
than after tonsillotomy. 

For some years I have made it my practice 
after removing each tonsil to draw back the an- 
terior pillar with a tenaculum forceps and search 
for the bleeding vessel, then grasp it in the artery 
forceps, transfix them with a needle threaded 
with catgut (a special needle that I have had 
made for the purpose), and tie them off. This 
I doubtless do in a great many cases where it 
might not be necessary, for I find that I ligate 
at least one vessel in more than half of the adult 
cases (extremely rarely in children). This has 
the advantage that the patient does not lose 
blood, that he does not afterwards vomit blood, 


that I feel comfortable about my case and am not — 


called out at night, and that there is not the dan- 
ger of either primary or secondary hemorrhage. 
In a few cases where hemorrhage has occurred 
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it is my practice to boldly wipe off the clot, find 
the bleeding point, grasp it and transfix it with 
a needle and then tie it off. I think the ordinary 
method of removing tonsils and not tying off the 
vessels is poor and dangerous surgery, a prac- 
tice that would not be carried on in operations 
upon the abdomen or any of the extremities. 
Respectfully submitted, 
FRANK C. TODD. 


New York, May 25, 1915. 
My Dear Doctor: 

I have your letter’ of May 14th. In reply I 
would say that personally in over twenty years’ 
use of the tonsillitome and the cold wire snare 
I have never seen a case of secondary hemor- 
rhage. I made inquiry at the Manhattan Eye, 
Ear and Throat Hospital yesterday of the men in 
my service and ascertained that within the last 
few years three cases-have been seen by them. 


Case 1.—Child, operated upon by Dr. Jones, snare, 
profuse hemorrhage five days after operation, 
recovery by use of ice externally and internal- 
ly, and hypodermics of adrenalin and mor- 
phine. The hemorrhage in this case was 
from the remains of the right tonsil. 

Case 2.—Boy of 17, operated upon by Dr. Stephen 
Roof, snare, hemorrhage three days after 
operation, bleeding spot not discovered. 
Hemorrhage was severe, but recovery took 
place promptly under the use of pressure. 

Case 3.—Child, operated upon by Dr. W. N. Hub- 
bard, hemorrhage five days after operation, 
source of bleeding posterior pillar; prompt 
recovery under the use of tannic acid powder. 
Character of operation not definitely ascer- 
tained, except that it was an enucleation, 
probably snare. 7 

These represent all the cases that I was able 
to learn about, but I am satisfied there were 
others which have not been reported. I shall 
make further inquiry and send you the data of 
any that may come to my attention. 

I shall be interested to see a copy of your paper 
and to hear your views in regard to the cause. It 
has been my own feeling that all secondary 
hemorrhage was the result of an incomplete oper- 
ation. 

Very truly yours, 
THOMAS J. HARRIS. 


P. S—I enclose herewith a reprint of a paper 
on tonsillar hemorrhage by Dr. Cocks, one of my 
assistants at the hospital. You will note that in 
his table of tonsillar hemorrhages are included a 
number of cases of secondary hemorrhage. 


Atlanta, Ga. 
Dear Doctor: 

I have received your letter and am sending you 
my answer to the questions which you asked. I 
have seen only one case where a_ secondary 
hemorrhage occurred after three or four days. I 
do not know that there is any real cause for it, 
except sloughing tissue in fossa. This case was 
not serious, and I know of no fatal cases. In this 
case the hemorrhage occurred five days after the 
operation, ‘and when I reached the patient she 
(an adult of thirty-two) had lost considerable 
blood, and was very nervous. There was only 


slight odzing and a hypo. of morphine quieted the 
patient and stopped the hemorrhage. 
Very sincerely yours, 
F. PHINIZY CALHOUN. 


As regards the etiology in my own cases, 
I feel fairly sure that I can state some 
definite facts; and just here I find about 
the only indictment that can possibly be 
brought against the cold wire snare, i. e., 
a crushing of the deep tissues surround- 
ing the capsule of the tonsil, and therefore 
more liklihood of secondary sloughing 
than from a sharp instrument. Sharp in- 
struments, of course, produce more pri- 
mary bleeding, but less secondary bleed- 
ing. Again, it can hardly be disputed 
that secondary hemorrhage occurs more 
often after tonsillectomy than tonsillotomy 
hecause the former naturally exposes the 
deeper vessels about the tonsil; and if a 
vein becomes involved in a slough, it is 
more apt to be a large one. (A vein be- 
ing thinner walled is more likely to 
slough than an artery. There is some con- 
solation in this, however.). If a laryng- 
ologist has operated upon three thousand 
pairs of tonsils without a single secondary 
hemorrhage, it is either an absolute proof 
that he has not properly enucleated all of 
those tonsils, or else that the hemorrhages 
were too trivial to be reported by the pa- 
tient. 

Furthermore, in my series every case 
was a deep and thorough enucleation of 
badly and chronically infected tonsils. 
All had suffered numerous attacks of 
local inflammation (as well as systemic 
manifestations). In the ordinary chron- 
ically infected tonsil where the systemic 
conditions are of more moment than the’ 
local, I feel sure that secondary hemor- 
rhage (primary, too, for that matter), is 
less likely to occur. Another factor of 
parmount importance is a constant and 
therough cleansing of the operative field 
both before and for ten days following 
tonsillectomy. As this is a well-nigh im- 
possible step to make the patient adopt, 
it is the invariable duty of the operator 
to institute it as a daily procedure. Final- 
ly, I do believe there is a great deal in the 
constitutional causation of secondary 
hemorrhage (just as in the primary 
cases). As my cases were all in adults 
(and nearly all are in adults), the status 
lymphaticus (if such a thing exists) need 
not be considered; but all four did have 
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lowered bodily resistance, thin, red skin, 
acne, malodorous perspiration, and each 
one stated that he was a “bleeder,” what- 
ever that means. All five of my cases 
seemed to be below par physically in many 
ways. Indeed, I took especial pains to 
avoid primary hemorrhage, and in each 
case succeeded; but as we all know, we 
may re-operate successfully on cases that 
bleed profusely in previous operations. I 
show now an enucleated tonsil that bled so 
profusely when another surgeon attempted 
removal ten years ago that the operation 
had to be abandoned. Four days later, a 
secondary bleeding began and continued 
for seventy-two hours to almost complete 
exsanguination. This patient was a He- 
brew thirty-nine years of age. A few 
weeks ago I did a complete enucleation of 
both tonsils with hardly a drop of blood 
to be seen. Four days later the patient 
spat up a teaspoonful of blood from the 
right tonsil. This specimen is the left 
tonsil, and shows a fibrous band over 
three-fourths of an inch long. This band 
represents the bleeding vessel cut: by scis- 
sors in the former operation, and pulled 
out by the snare in my operation. At the 
distal end of the band can easily be seen 
the lumen of what is no doubt a vessel as 
large as the lead in a pencil. It is located 
at the junction of the upper and middle 
thirds of the gland, but is evidently the 
blood supply of the velar lobe, being the 
tonsillar branch of the ascending pharyn- 
geal or the ascending palatine branch of 
the facial. 

As stated above, very few operators 
have had more than two or three cases 
and some have not had any cases of sec- 
ondary hemorrhage in twenty-five hun- 
dred or three thousand operations, i. e., 
none of which they were aware. In this 
connection I am reminded of a New York 
laryngologist concerning seventeen clini- 
cal cases of tonsillectomy that had made 
no report to him since operation. “After 
thorough consideration, I have come to 
the conclusion that they all bled to death.” 
This, of course, referred to primary 
hemorrhage. I believe that all seventeen 
did not die of hemorrhage, but if three or 
four did, it would not occasion cause for 
wonderment. There is a happy middle- 
ground, and laryngologists the world over 
should reach a common agreement on 
secondary hemorrhage as they have upon 


primary. Naturally, it is not nearly so 
serious a question as the latter, but the 
number and nature of the replies I have 
received to my letter are sufficient evi- 
dence of its importance. 

As to whether or not it is an occurrence 
more to be expected after properly per- 
formed tonsillectomies than in tonsilloto- 
mies, I place my opinion with those who 
think that it is more common after tonsil- 
lectomy—for the reason that in the latter 
operation we get closer to the deep vessels 
which in a few days become opened by in- 
fection. (This is especially true of the plex- 
us of veins which is situated just outside 
the tonsil). Usually, these vessels are in 
the posterior pillar, and if wounded during 
operation, may give rise to marked pri- 
mary bleeding. Secondary hemorrhage is 
of course caused by infection leading to 
a slough opening a vessel (usually a vein), 
and occurs only after three or four to ten 
to fourteen days. In badly infected ton- 
sils, especially if there is much peritonsil- 
litis at the time of operation, such an oc- 
currence is more likely to ensue; but infec- 
tion can also be introduced at the time of 
operation or during the next few hours 
thereafter. 

Now, let us consider the treatment of 
this condition, both preventive and cura- 
tive. One man says “leave alone and let 
bleed.” I, myself, think that we often do 
too much and hence add to the patient’s 
trouble, just as we often do in primary 
hemorrhage. I believe that in the latter 
ether and blood transfusion have pushed 
many a patient over the dead line, when 
he would have recovered without them. 
However, to do nothing is the other ex- 
treme. Another says “tie all vessels” in 
the original operation; while still another 
says “tie no vessel” if we possibly can 
avoid it. Some employ gargles, tincture of 
iodine, silver nitrate, etc., during healing; 
others make no effort to keep the wound 
clean, thinking that in this way no good 
can be accomplished. “Be sure to clean 
out clots at time of operating.” “Give 
calcium lactate or horse-serum before- 
hand.” “Use suction apparatus at time of 
operating.” “Test coagulability before- 
hand.” 

After secondary hemorrhage has started 
the following advice is given: “Put pa- 
tient to bed and give hypodermic of mor- 
phine (and: atropine),” “make pressure 
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with a sponge soaked in tannate of glycer- 
ine or other styptic,” “ligate the bleeding 
point,” “pressure and horse-serum,” “no 
exercise,” “coagulose,” “emetin,” etc., etc. 

As I have had no serious case, I cannot 
say exactly what course I should pursue. 
1 realize, however, that a large slough 
might open up a vessel of some magnitude, 
in which case, especially if it were an 
artery, a desperate situation might occur, 
because it would be most difficult to pick 
up a vessel where the wall was softened 
and necrotic. Dr. Taber, of this city, had 
such a case, and will discuss it today. 
(Another reason for my dwelling so 
strongly upon the question of secondary 
hemorrhage is that I have had more of 
these than primary. I can truthfully 
state that, except for one case of mild 
oozing for a few hours following a poor 
operation in a bad patient, I have not hada 
primary bleeding in an adult. I employ 
local injection of adrenalin and cocaine 
(1-10 of 1 per cent.), and the cold wire 
snare. No vessel can be cut in the separa- 
tion of the pillars if the capsule is abso- 
lutely followed; and the wire slowly 
crushes the other vessels in the extra-cap- 
sular areolar tissue. Under an anesthetic 
in children I often get more bleeding than 
I like, but this usually stops after a few 
minutes’ pressure. Three cases alone bled 
to any extent, and these not at all to the 
point of exsanguination. I have never 
had to pick up and tie a vessel in either 
adult or child, and have never had a case 
where I even considered such a step neces- 
sary. Again, I feel sure that all others 
would have a similar experience should 
they treat the throat with proper respect, 
and be slower, more careful, and less rude 
in technique, discarding all cutting instru- 
ments after the mucous membrane has 
been incised. Dr. Ellett’s criticism is time- 
ly. No one should desire to do all the 
tonsil work in his city. 

In case I were called upon to give my 
treatment of secondary tonsillar hemor- 
rhage, I would summarize it as follows: 
A. Preventive. 

1.. The first thing is to become com- 
pletely imbued~ with the fact of the 
importance of the operation. 

2. Adequate asepsis as in all sur- 
gical operations. 

8. A careful dissection of tonsil and 
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slow and complete removal by cold 
wire snare. 

4. Persistent asepsis of tonsillar 
fossa following removal for at least 
ten days (gargles, tincture of iodine, 
silver nitrate, etc.) - 

5. Comparative quiet and calmness 
for two weeks (no exercise). 

G6. Calcium lactate gr. xx t. i. d. if 
there is any reason to suspect second- 
ary hemorrhage (of doubtful ser- — 
vice.). 

7. Do not operate upon an,inflamed 
tonsil, but wait. Some cases, how- 
ever, seem never to return to a “nor- 
mal’? state, hence must be operated 
upon when red and inflamed (not 
acutely but chronically.) 

8. Be sure to respect “lack of re- 
sistance,” “hyperthyroidism,” and 
other so-called “constitutional 
causes.” 


B. Curative. 
1. Quiet in bed, hypodermic of mor- 
phine (and atropine), icebag to neck. 
2. Horse-serum hypodermically. 
8. If bleeding persists, make press- 
ure with gauze sponge soaked (or 
not) in an astringent. 
4. If 1, 2, 3, fail, endeavor to pick 
up bleeding point with long and nar- 
row artery clamps. This of course 
will be a very difficult procedure if, 
as usually occurs, the patient does not 
co-operate with the laryngologist; 
hence it must be the last resort. 


The discussion of this paper will be found fol- 
lowing the next paper. 


THE TONSIL A FACTOR IN BAD 
BREATH.* 


By W. R. THOMPSON, M.D. 
Fort Worth, Texas. 


If bad breath is not an indication of a 
diseased condition of some of the organs 
of the body it is to say the least an afflic- 
tion of no slight importance. In some 
cases the function of the olfactory nerves 


*Read in Eye, Ear, Nose and Throat Section, 
Southern Medical Association, Ninth Annual Meet- 
ing, Dallas, Texas, Nov. 8-11, 1915. 
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is so impaired the patient cannot detect 
the odor. In all such cases, however, they 
are aware of its existence and it is a source 
of great disturbance and annoyance. In 
many cases the cause of foul breath can be 
easily ascertained, indeed the character of 
the odor often suggests its origin. One 
rarely forgets a typical ozena or the odor 
of a syphilitic necrosis. There are hun- 
dreds of people, however, who have an 
odor not so disagreeable as ozena or that 
which arises from syphilitic necrosis but 
such as to be exceedingly objectionable to 
their friends and very humiliating to 
themselves. The breath sufficiently foul 
to be detected by one’s self or others is 
sufficiently abnormal to demand the most 
careful investigation on the part of the 
doctor, provided its origin is obscure. 
When one seeks relief from foul breath 
he does not go to his physician expecting 
a prescription, on general principles, for 
torpid liver, any more than he expects to 
have his teeth extracted when they are 
sound and the gums are not diseased. He 
does expect, however, to have the cause of 
his trouble located if possible, and as these 
cases have usually been in existence for 
quite awhile they are willing to allow the 
physician time to make all necessary in- 
vestigations before instituting treatment. 
I consider it very much more to the credit 
of a physician who refuses to prescribe 
for a patient with foul breath unless he 
can demonstrate with a degree of positive- 
ness the origin of the trouble. These are 
not emergency cases in any sense, and 
there is no reason why as much time 
should not be taken as necessary to inves- 
tigate them. It occurs to me the best plan 
for investigating such cases is by exclu- 
sion. The history is always essential and 
frequently demonstrates the existence of 
some disease of the oral or nasal cavities 
for which the patient is seeking relief and 
the bad breath is only incidental. Other 
cases give no history of disease of any 
kind, local or constitutional, and they are 
seeking relief from bad breath alone. 
Anatomically it would appear and clini- 
cally I presume it is a fact a large major- 
ity of these cases have their origin in the 
nose, mouth or throat. After our subjec- 
tive examination would come an objective 
one. The nose, mouth and throat are 
carefully looked into. A healthy nasal 


cavity is easily detected. The entire area 
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of mucous membrane is normal. There is 
no blocking of natural openings and no 
excessive secretion. If on the other hand 
there is marked secretion, pus or mucoid, 
with contact of mucous membrane es- 
pecially around sinus openings, a cotton 
swab may retain an odor similar to that 
of the breath. The nasal cavity may be 
douched with sterile water which is caught 
in a clean vessel; this water may contain 
an odor similar to the breath. It may, 
however, become necessary to introduce a 
canula into one or more of the sinuses and 
with a suction pump withdraw its contents 
for examination. If there is no secretion 
the cavities may easily be filled with water 
and withdrawn in the same manner. If 
the water has an odor something has been 
learned. It is not at all necessary that a 
sinus be filled with pus before an odor is 
present. My experience alone prompts me 
in saying I believe more often than we 
have thought the tonsils are the cause of 
bad breath. I do not refer to acute in- 
flamations with peritonsilar abscess, etc., 
but to cases with little or no apparent dis- 
turbance but which contain a_ small 
amount of caseous matter. My attention 
was first called to the odor of this con- 
fined secretion while doing a tonsillectomy 
on a small child. It was so very marked 
I spoke to my assistants about it and re- 
marked: “This is enough to cause bad 
breath.” Upon inquiry I learned the child 
had been troubled with bad breath for 
some time, which was relieved by the op- 
eration. This made such an impression 
upon my mind that I began to look for 
people with bad breath and to examine the 
tonsillar region. I am glad to say I have 
had sufficient opportunities to demon- 
state by operation, beyond any degree of 
doubt, that the tonsil often contains an 
odor where there is nothing on its surface 
to even suggest the probability of disease. 


DISCUSSION. 
Papers of Drs. Decherd and Thompson. 


Dr. H. T. Aynesworth, Waco, Texas.—In dis- 
cussing Dr. Thompson’s paper on the possibility 
of the tonsil being a factor in bad breath, Dr. 
Thompson brought out the real gist of the sub- 
ject in calling attention to the cheesy masses 
that we find in the tonsil. That is undoubtedly a 
factor in bad breath. The point I would like to 
emphasize in regard to that is—Dr. Thompson is 
a thorough examiner—that I think there are other 
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things than this which may be factors in bad 
breath. When we get down to the important 
point of discovering these causes, that’s the point 
I want to bring out that Dr. Thompson implied, 
he did not bring out. It seems to me that there 
are quite a number of secondary factors to be 
considered. For instance, if we consider the in- 
fluence of the tonsils on the cause of catarrhal 
conditions which cause bad breath in themselves, 
we have another important influence. For in- 
stance, large tonsils undoubtedly cause mouth 
breathing and cause the infection possibly of ad- 
jacent tissues, possibly the nasal cavities; these, 
of course, to be secondary influences in the cause 
of bad breath. If there is anything in what some 
have claimed that a bad stomach will cause bad 
breath, I know that the tonsil is an important 
factor in certain cases of indigestion and stomach 
troubles, and possibly arising from systemic con- 
ditions as well, then we will have another impor- 
tant factor in the cause of bad breath. I am not 
here to defend the theory that a bad stomach will 
cause bad breath. I have heard good men say it 
does not, but if it does, the tonsil will be an im- 
portant factor in the cause of bad breath in a 
secondary way. Dr. Thompson’s theory on the 
subject is thoroughly logical and is borne out 
by clinical experiences almost every day, aS we 
are looking for it. 

Dr. Robt. E. Moss, San Antonio, Texas.—I have 
just a word to say, and that is to report a case 
of secondary hemorrhage, making the paper of 
Dr. Decherd the subject of my remarks. The pa- 
per of Dr. Thompson is so concise and complete 
that it does not need to be discussed. The case 
that I wish to report was one upon whom I did ton- 
sillectomy under local anesthesia. He was an 
athletic type, about eighteen years of age, but a 
little under weight. His physician referred him 
to me to see about removal of his tonsils, as he 
had daily temperature, some albumin in his urine 
and the leucocyte count slightly above the nor- 
mal. I advised removal of his tonsils, which was 
done without any mishap and without losing 
more than a spoonful of blood. He had absolutely 
no trouble at all until the night of the seventh day, 
when his mother telephoned me about 12 o’clock. 
As she was a very intelligent woman, I suggested 
what to do, but finally had to go. I had no instru- 
ments with me, therefore adopted a plan which I 
have found to be very successful. That is, satu- 
rate a piece of cotton with lemon juice, mold it 
over the end of finger and push it into the tonsil 
fossa and make firm counter pressure with other 
hand. In this case, however, it proved unsuc- 
cessful, therefore I went to my office for instru- 
ments, and on my return applied the Mikulicz- 
Stoerk clamp or hemostat. I mold over the 
cone-shaped piece some absorbent cotton, wet 
either with lemon juice or strong bichlorid of 
mercury solution and this arm of instrument in- 
serted into mouth, and push the cone-shaped com- 
press into tonsillar fossa, while the other arm 
with hard rubber piece for counter pressure ap- 
plied below angle of jaw on outside, and then the 
handles are locked and the instrument left in 
Place ten to twenty minutes. 

This, in my opinion, is the ideal method for 
controlling hemorrhage in these cases. The ordi- 
nary clamp forceps or ligature fails because the 
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tissue at bleeding point is necrotic, due to germ 
action, and the forceps will bite through. I do 
not know whether the physical condition of this 
patient was responsible or not. 


A Member.—I want to speak one word in refer- 
ence to the secondary hemorrhages that were 
brought out in the paper. Very often the sec- 
ondary hemorrhages are not of enough impor- 
tance to report so that we forget them. I have 
just recently had a case of secondary hemor- 
rhage, and I am sure that in this case it was due 
to infection and sloughing. The operation was 
done by the Sluder-Beck method and there was 
no fault at all at that time. But five days after 
there was considerable pain in the throat on that 
side, which is the right side. There was consid- 
erable infection’ and a sloughing about the sixth 
day afterward, and at that time they were bleed- 
ing very slightly, though some, for the next twelve 
or fourteen hours. 


In reference to Dr. Thompson’s paper on bad 
breath due to tonsils, I have observed lately that 
in some of these tonsils that have a phimosis al- 
mest complete, if we dissect or we pull back the 
pillars of mucous membrane, we will often find 
these local spots that cause the bad breath. I 
am in the habit of doing that and treating them 
for a day or two with tincture of iodine into this 
crypt after breaking up the phimosis. After two 
or three days of this treatment we burn these 
crypts with chromic which proves very helpful in 
many of these cases. 

Dr. J. W. Jervey, Greenville, S. C.—I enjoyed 
hearing Dr. Decherd’s paper very much, and think 
he has done a great deal to enlighten us in get- 
ting the expression of opinion which he has. I 
have had in my personal experience but one case 
of this secondary hemorrhage, and that occurred 
in nine days after operation. As is my custom, 
I kept the patient near me for three or four days, 
a young woman of about twenty-three years liv- 
ing in a neighboring city, and I then dismissed 
her. She went home, and nine days after the 
operation I was called over the telephone with 
the announcement that the patient was bleeding 
profusely. I inquired as to the amount of blood 
and was told that she had bled three or four cup- 
fuls and they wanted some advice as to what 
should be done. Naturally there was nothing to 
do except to tell her to get some local assist- 
ance, which I afivised her to do, and told her to 
go to a local surgeon in her town whom /j knew, 
and that he would take care of her temporarily 
until somebody else could be seen who knew 
more about it, and that if she could come back 
to the hospital the next day I wanted her to do 
so. She came back and I kept her in bed for a 
week without any further trouble occurring. But 
here was a case where there was no pathologic, 
systemic condition, no particular point that one 
could put his finger upon, the patient having been 
carefully examined by an internist also. I figured 
that what had happened had happened in this 
way (illustrating on blackboard): Here we have 
the vessel, here we have a branch of that vessel; 
the main vessel itself was uninjured; the branch 
vessel was cut up by the snare at the end of the 
operation in removing the last portion of the 
tonsil. In the pressure which was used in the 
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snare this vessel was seriously damaged and the 
vasomotor supply impaired; the vessel lost its 
active tendency to contract and involute the in- 
stant after being severed. There was a tempo- 
rary stoppage of bleeding, but subsequently 
(nine days later) the slough was expelled by the 
force of the blood current through the main ves- 
sel, permitting the passage of hemorrhage through 
there. 


Now, this patient was absolutely perfect in her 
general life, so far as could be ascertained, and 
a very careful examination was made of her. 
The sole discrepancy that existed was that she 
was somewhat of a nervous temperament. That 
case had been ligatured at the time of the opera- 
tion and I had tied two vessels in the fossa, one 
on each side, but these vessels were tied at the 
superior end of the fossa and the bleeding oc- 
curred from the inferior end, which, in my expe- 
rience, is the most troublesome locality for pri- 
mary bleeding. I have to disagree with the doc- 
tor in his summing up, especially the point which 
he makes that the ligation of the vessel in sec- 
ondary hemorrhage is the point of last resort. 
On the contrary, if I had a secondary hemorrhage 
that was threatening a severe loss of blood, I 
should undoubtedly, without hesitation, imme- 
diately put that patient back on the table under 
an anesthetic and grasp that vessel and ligate it. 
The question of there being necrotic tissue at the 
point of bleeding is very doubtful. There may 
be, but if there is it should be curetted away, 
and you will probably find it as a clot of blood. 
Nothing will conduce to secondary hemorrhage 
more than a blood clot, and the first thing to do 
in a case of delayed primary hemorrhage is to 
make a careful search for this, and when you see 
the clot don’t be afraid to remove it. By the 
time you expose the end of the bleeding vessel 
it will probably cease to trouble—and the hemor- 
rhage will stop. I have seen it happen a hundred 
times. I would use additional precautions, but I 
would not make the ligation for stopping that 
hemorrhage a last resort in such a serious situa- 
tion. If you had in your own throat a severe 
case of secondary hemorrhage, the first thing you 
would want done would be to have somebody 
who knew how to catch that vessel and tie it off. 
Wouldn’t you? I should. 

Dr. Albert Wilkinson, 


Dallas, Texas.—There 


are two or three points that I would like to speak 


of, especially in Dr. Decherd’s paper. One of them 
he referred to, and. that was to prevent all trau- 
matism if you can in these operations. I believe 
that in most, or a great many of these operations, 
there is entirely too much traumatism. I believe 
it is a bad idea to cut up and bunch up the blood 
vessels as some men do in these operations. 
If you let them alone nearly every one will stop 
itself. ‘He referred to that in the second- 
ary hemorrhage, butthat being likely the case, I 
think he is right. Another point., In summing up 
his don’ts I am going to take issue with him a 
little bit. He says: “Don’t operate upon an in- 
flamed tonsil.” Now, I think he is wrong in that. 


I would not hesitate a minute to take out a tonsil 
with a severe case of follicular evolvement. If 
you want to get some of the best results and the 
most gratifying that is the way, and if you hap- 
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pen to have a patient come to you with a 
repeated attack of peritonsillar abscess, who 
gives you a history of having his tonsil punctured 
a half dozen times, maybe at each attack, if 
you want to make an everlasting friend of that 
man, take his tonsils out. It’s a little harder to 
do, but you are going to have such immediate 
results that he will always praise you. Some of 
the gratifying results that I have had in periton- 
sillar work is where I removed the tonsil abso- 
lutely. 

In regard to Dr. Thompson’s paper, I think a 
great many of our cases of bad breath have been 
explained absolutely by Dr. Thompson. A great 
many of these cases, as he reported, have been 
cured absolutely by the removal of the tonsils. 


Dr. P. M. Farrington, Memphis, Tenn.—I think 
that most of the points that I wanted to discuss 
were brought out by the gentlemen who preceded 
me. I just heard Dr. Jervey, I believe, speak upon 
the subject of a radical method of handling these 
cases, and I fully agree that these cases should 
be thoroughly cleaned out and all necrotic tissue 
gotten rid of, and as a rule it has been my experi- 
ence that they will come to an end very rapidly. 
It has been my misfortune to have four cases, all 
adults, and if you will give me just a moment I 
will run over them. The first one occurred on 
the eighth day, in a very strong woman, appar- 
ently in robust health, with the exception of a 
bad cold. She was about thirty or thirty-five 
years of age. She was seen by a general man, 
who smeared different iron preparations in her 
throat. Instead of decreasing the hemorrhage he 
increased it, and when I got to the case I in- 
structed him to take her to the hospital, and Dr. 
Shea, who is with me, went over the bleeding 
part, cleaned the space thoroughly, made pressure 
for a few minutes, when the hemorrhage stopped 
and did not recur. It was a very simple proced- 
ure. The trouble was that the general man had 
done just what he should not have done. 

The second case was in a man of twenty-six. 
He had a silght hemorrhage on the third day. 
This occurred while he was coughing and he spat 
up considerable blood and discharged this small 
clot. The hemorrhage continued for perhaps 
twenty or thirty minutes and after that was very 
slight. By the time we received notice and 
reached him, the only thing necessary was pres- 
sure for a few minutes and placing him in an up- 
right position in bed, when his hemorrhage 
stopped and did not recur. 

The third case, a man of thirty-five, a rheu- 
matic, was treated for his tonsils by several men. 
I operated upon him by the Sluder method, and in 
every case we should take care not to bruise the 
tissues any more than is absolutely necessary. 
That feature was looked after in this case. On 
the third night he had a hemorrhage while asleep. 
This hemorrhage was sharp at first and he woke 
up with a mouth full of blood. He thought very 
little about it, rinsed his mouth in cold water and 
waited a few minutes. He could not detect any 
more bleeding and laid down again, when the 
hemorrhage started. Reasoning, then, that the 
upright position was best, he propped himself up 
in bed and the hemorrhage stopped and he went 
to sleep in that position. He presented himself in 
the morning with a small clot firmly fixed, but 
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not bleeding. I advised him to go to his room 
and remain in bed quietly and not to talk any. 
He was back the next day. The clot had disap- 
peared and there was no further bleeding. I 
did nothing in that case whatever. 

The fourth case was a rather interesting case 
to me; very large tonsils in a young man of 
twenty. He had had a rheumatic trouble for sev- 
eral years and had a bad heart. This man lost 
much blood during the afternoon following the 
operation, but not enough to put in a pack. Late 
in the afternoon inspection showed a small firm 
clot in the lower fossa, which was not interfered 
with, as it was not bleeding. On the third day 
he had a slight hemorrhage, which I suspect 
came from the slough. It was venous in charac- 
ter and slight pressure stopped that. 
feature of this case, the heart trouble, blood pres- 
sure, etc., might be worthy of consideration and 
study on the part of our men before they go into 
these operations. This work was done entirely 
under local anesthesia. I don’t consider that lo- 
cal or general anesthesia has. anything to do 
with secondary hemorrhage, however. 

Dr. H. B. Decherd, Dallas, Tex. (Closing).— 
The tonsil as a factor in bad breath has for many 
years been somewhat of a hobby of mine. I 
have had quite a few cases in which bad breath 
was relieved only by a complete tonsillectomy. 
In such cases, bad breath from the tonsils pro- 
duced an odor which is every whit as bad as 
ozena or syphilitic nasal necrosis. The stomach 
and intestines are too often blamed for bad 
breath; and this has always seemed a peculiar 
thing to me, for the breath does not come from 
the stomach. The breath comes from the lungs, 
and from this source can be offensive in tuber- 
culosis, pneumonia, gangrene, etc. Let us not 
blame the stomach too much, but the tonsils more, 
Since the decomposing and rotten cheesy masses 
in the latter, together with the necrotic masses 
in the adjoining lymphoid tissue, are certainly 
often the sole cause of exceedingly offensive 
breath, -| 
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In closing, I wish to show this specimen of 
tonsil which was mentioned in my paper. All 
of you can see the size of this vessel (about the 
size of the lead in a lead pencil), which is mainly 
a fibrous cord remaining from the old operation 
done ten years ago. At the distal end, however, 
can be seen the lumen of the vessel. This is the 
vessel that was cut into by the scissors in the 
hands of the previous operator. As a rule in 
snare operations, such a vessel would not have 
caused hemorrhage, for by means of the snare it 
is possible to do an extra-capsular or inter-cap- 
sular operation; and the muscular walls of the 
fossa contract immediately and hemorrhage is 
prevented. 


Dr. W. R. Thompson, Fort Worth, Texas (Clos- 
ing)—One word or two in regard to Dr. Dech- 
erd’s paper. There is usually a slough when you 
have a secondary hemorrhage. Sloughs are gen- 
erally caused by infection. We know that in some 
cases following a cataract extraction, the greatest 
care having been taken, we have an infecticn. 
What causes it? The germ gets there some way. 
It is not reasonable to suppose that these few 
cases of secondary hemorrhage are due to some 
bruising of the tissue. That is done in thousands 
of cases without secondary hemorrhage. It is 
also not reasonable to suppose that there is any- 
thing wrong about the individual system for the 
reason we operate upon many patients who are 
in a low state of health, and we have no sec- 
ondary hemorrhage. It is just a thing that oc- 
curs. There is a germ; it locates itself; it pro- 
duces a slough; and the hemorrhage takes place. 
We have to take care of it. 


Now, in regard to the short paper on the tonsil 
in connection with bad breath, I have only to say 
I, do not want to burden this society with the 
different methods of investigating the tonsil. I 
would just admonish you, however, when you 
have a case of foul breath, to examine closely 
the tonsillar region and see if you can not — 
the origin. 
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SPECIAL ARTICLE 


MEDICAL ORGANIZATION IN ALA- 
BAMA—ANNUAL MESSAGE OF 
THE PRESIDENT.* 


By J. NORMENT BAKER, 
B.A., M.D., F.A.C.S. 
Montgomery, Ala. 


Fellow Members of the Medical Associa- 
tion of the State of Alabama: 


It is my first and most agreeable duty 
to express to you my profound apprecia- 
tion of the honor conferred by calling me 
to the highest position within the gift of 
this Association. This generosity is the 
more keenly felt for the reason that it af- 
fords the rare pleasure of presiding over 
a meeting held in this quaint and historic 
city—a city that combines in rare and 
close proximity social elegance with com- 
mercial and civic enterprise. Tempting 
as the opportunity is to pause to pay a 
tribute to Mobile’s past, so rich in litera- 
ture, story and song and so replete with 
historic memories and generous hospital- 
ity, yet duty admonishes that, without 
further preamble, I must hasten on to a 
consideration of themes which vitally con- 
cern both the organic integrity of this 
body and the sanitary welfare of the peo- 
ple of this great commonwealth. 

The Medical Association of the State of 
Alabama was organized in 1847 — sixty- 
nine years avo—being then solely a scien- 
tific body. From this time, with few in- 
terruptions, it held annual sessions until 
1861, when it ceased to have practical ex- 
istence. Then came that dreadful chap- 
ter in our national life—the war between 
the states—which, for the time being, 
clogged the wheels of progress not alone 
in the scientific world, but also in all 
other walks of life. This storm having 


passed, our Association was revived in 


1868 and continued to hold annual meet- 
ings until 1873. At this time there was 
created, under the leadership of Jerome 
Cochran, our present system of organiza- 
tion, by which it was sought to combine 


*Delivered before the Medical Association of 
the State of Alabama, at its Annual Session, Mo- 
bile, April 18-21, 1916. 


scientific work among medical men with 
the administration of public health affairs 
for a great commonwealth. 

Or, to put it in still another way: Je- 
rome Cochran strove so to create a piece 
of machinery that the vital, throbbing 
parts could be utilized in the protection 
and prolongation of human life and the 
amelioration of human suffering. 

In the study of this plan, it is well worth 
while to attempt to discover, if possible, 
which factor in our organization was in- 
tended by its creator to play the dominant 
role—the scientific or the public health 
factor. Was this Association destined to 
be primarily a scientific body with sub- 
sidiary health functions, or was it des- 
tined to be, first of all, a strong and im- 
portant arm of the state government, 
having interwoven into its meshes virile, 
scientific threads? Upon the proper in- 
terpretation of the basic conception of 
the originator of our organization rests 
not alone the ultimate success or doom of 
such a system, but likewise an explana- 
tion of much of the disharmony which, 
unfortunately, has of late crept into our 
ranks, 

The following utterance, given forth in 
1875 by Jerome Cochran, should prove 
helpful to us and certainly leaves little or 
no room for doubt concerning the views 
of the founder of the system. He says: 

“It is well that we should understand 
that the primary and principal object of 
the Association is not the cultivation of 
the science and art of medicine. Truly, 


that is not a matter to be neglected, and. 


we hope to accomplish much in this line. 
But it is not this that we have chiefly at 
heart. We will appreciate most adequately 
the real character of the Association if we 
regard it as a medical iegislature, having 
for its highest function the governmental 
direction of the medical profession of the 
state, while its other functions, important 
as they are, in themselves, are, in com- 
parison with this, of quite subordinate 
rank.” 

These words, gentlemen of the Associa- 
tion, are perfectly clear and permit of but 
one interpretation: 

The prime object of this organization is 
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legislative; to regulate the practice of 
medicine and to administer public health 
affairs; the secondary and quite a subor- 
dinate object is the promotion of scien- 
tific study among its members. 

The words quoted above were penned 
in 1875, forty-one years ago today. 

Between then and now much change 
has been wrought. Many, if not most, 
of the hypotheses, theories and empiri- 
cisms which then crowded the stage of 
medicine have long since been shattered 
hy the cold steel of s ientific research. 
Sanitation and public health work, at that 
time but mere specks on the medical hori- 
zon, have now burst into problems of gi- 
gantic proportions. The now defunct 
medical diploma mill, at that time so prof- 
itable, so prolific, and, by its encourage- 
ment of quackery, so destructive to hu- 
man life, has forever gone, and in its 
stead stands the towering medical school, 
with its splendidly equipped laboratories 
and its rigid preliminary requirements. 
The old family doctor who, with his sad- 
dle bags and his free-for-all advice, then 
held full sway, is now being rapidly re- 
placed by the young, alert and scientifically 
trained specialist who disclaims superior 
knowledge save in his own chosen work. 

And it is from the ranks of these 
younger men that the great bulk of mem- 
bers of this Association is now being, 
and will continue to be, recruited. These 
men, upon entering the Association, are so 
deenly engrossed by the purely scientific 
problems in which they have been trained 
that all sight is lost of the other and 
greater side to which we have pledged our- 
selves. 

Consequently, today. there is a strong 
tendenev to reverse the real obiects for 
which this organization was created and 
to place the scientific side in the ascen- 
dency. 

Nor is this all. Uvon this hvvothesis 
can be exvlained much. if not all. of the 
discord which has manifested itself within 
recent vears among us. With attention 
focussed solely upon the scientific aspect of 
our work—and with total disreeard for 
the legislative side—the criticism is often 
made that in organic construction, our 
system is undemocratic. unfair and onite 
unlike that existing in other state medical 
organizations. Quite true it is that the 
frame work of our superstructure mate- 
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rially differs from that of other medical 
associations because of the fact that no 
other state medical body of which I have 
knowledge holds such plenary power in 
public health matters as does ours. It is 
to this difference in function that the dif- 
ference in structure is due; to this differ- 
ence in function is attributable much of 
the confusion and haziness which arises 
in the minds of those members who have 
not paused to grasp for themselves the 
real philosophy and coherence of structure 
which forms the keystone of our system. 
When a great work is to be accomplished 
the prime object sought is efficiency. What 
general, when planning a great battle, 
would delegate equal authority to each 
and all of his soldiers? Would not disas- 
ter and ruin soon be his inevitable fate? 
Because of the fact that trained and 
experienced men were needed on the fir- 
ing line was the reason for the creation 
of the College of Counsellors. Were we 
a scientific organization only, there would 
be no earthly need for such a body; its 
existence would be, and should be, justly 
pronounced a grotesque absurdity. When, 
however, attention is turned to the legis- 
lative feature—which, in the eyes of the 
public is, and which in the mind of the 
originator of the system was meant to be, 
the dominant feature, the thinking mind 
should at once realize the importance of 
providing a certain number whose train- 
ing and length of service would render 
them pre-eminently trustworthy as lead- 
ers. If such a contingency were neces- 
sary at the inception of our system, when 
public health work had not yet cast aside 
its swaddling clothes, how much more im- 
perative is it today, if we are to continue 
to administer the health affairs of the State 
under our present regime? Not only is 
this body needed, but its fibre must be 
stiffened and rendered more virile. Every 
member of this Association should right- 
fully aspire to gain admission into the 
College of Counsellors: for by this means 
is the scone of ovportunity for evreater 
service to his fellow man materially broad- 
ened. Every member of this college must 
realize, and fully realize. the great resnon- 
sibilitv which he himself has shouldered, 
and if, through anathv, indifference, or 
neglect he fail to measure "nv to this re- 
sponsibility, his place should be filled by 
one more worthy. The criticism that there 
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is too much dead timber; that there are 
too many drones within the ranks of this 
body, is not without justification. The 
pruning knife must be used and fresh 
seedlings transplanted until such stric- 
tures are no longer applicable. As has 
been stated above, the College of Coun- 
sellors was created solely for service— 
active, vigorous, unabating service in the 
field of public health work. However 
tempting it might be to reward the golden 
autumn of a life well spent in faithful 
service to our cause, yet we can not well 
afford to be swayed by the softer and ten- 
derer emotions of friendship and favor- 
itism. When a:member’s period of use- 
fulness in this body has passed, owing to 
advancing years and the vicissitudes inci- 
dent thereto, it would seem the part of 
wisdom to declare his seat vacant and 
that his place be filled by younger blood. 


I desire, therefore, to make the follow- 
ing recommendations regarding the Col- 
lege of Counsellors: 

1. That the constitution of our State 
Association be so modified as to prohibit 
further ingress into the body known as 
Life Counsellors. That is to say, that so 
long as any counsellor faithfully performs 
all of the obligations imposed by the con- 
stitution and ordinances of this Associa- 
tion, membership in this body shall re- 
main intact. When failure to perform 
such obligations obtains, regardless of the 
number of years of service; membership 
in the College of Counsellors shall cease.. 


2. That all active counsellors be re- 
quired to attend a certain number—the 
minimum to be fixed by this Association— 
of the meetings of their resnective county 
medical societies; such requirement being 
in keeping with the spirit of the law 
which now exacts that they attend at 
least one meeting in three of the State 
Association. 


* * * * 


As the manifold problems of public 
health work become increasingly more on- 
erous and difficult owing to the never- 
ending discoveries of modern medicine 
and of scientific research, the very patent 
fact becomes daily more and more driven 
home that, in its ultimate solution, the 
larve bulk of this work must be done 
within the various counties and by the 


properly selected health offiicials of these 
counties. 

As now provided, under our system, 
each individual medical society is practi- 
cally arbiter of its own destiny insofar as 
the administration of the health of its 
county is concerned. While the statutes 
of the State prescribe certain limitations 
and specify certain duties, yet in the exe- 
cution of these health laws the organized 
doctors, through their own health of- 
ficials, enjoy a greater degree of author- 
ity and have a far larger voice in all mat- 
ters pertaining to public health work than 
have the members of any other medical 
body in existence. 

Such a condition of superlative confi- 
dence was not the result of mere chance. 
We ourselves, reasoning that health prob- 
lems, with their many-sided complexities, 
could best be solved by the application of 
the scientifically trained mind, asked for 
it. Our lawmakers, fully grasping the sig- 
nificance of such logic, willingly, gra- 
ciously and liberally granted this request. 

Not alone this, but at the very latest 
meeting of the General Assembly of our 
State during the past summer, when rather 
violent assault was being made upon this 
system by a few of the legislators—which 
assault, be it said in all fairness, was born 
of honest dissension within our own ranks 
and not of an expression of gross dissat- 
isfaction on the part of the public whom 
Wwe serve—when, I repeat, this assault 
was made and all grievances, whether real 
or imaginary, had been fully and freely 
vented, what was the final verdict of this 
body? It was, by an overwhelming ma- 
jority, that the lawmakers of Alabama 
still repose implicit confidence in the or- 
ganized medical profession of the State. 

Now, gentlemen of the Association, 
with such a condition of affairs confront- 
ing us, which of the two alternatives shall 
we embrace? Shall we, like true soldiers, 
forgetting past discords’ and personal 
grievances, go forth to battle for all hu- 
manity’s sake? Or shall we, with folded 
hands, sit idly by and permit this glorious 
opportunity to render a noble service for 
a great commonwealth slip from within 
our grasp? 

That the task is a stupendous one: that 
the harvest is rine; that the work is to be 
done and must be done. admits of no ar- 
gument. The simple question is: Shall 
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we perform this service or shall we 
frankly admit our incompetence and rele- 
gate to others a duty which we ourselves 
have asked that we be allowed to do? 

As I glance over this audience and peer 
into the faces of this splendid body, I feel 
as though there can come but one answer. 
We, the members of the Medical Associa- 
tion of the State of Alabama, which is 
the State Board of Health for Alabama, 
will do this work. 

In the pursuit of this gigantic undertak- 
ing it can not be too forcefully or too fre- 
quently stressed that the brunt of the bur- 
den must be borne and the details of the 
work executed by the county boards of 
health. 

Every county society must be alive, 
alert and active; the various counsellors 
in each county should awake from their 
lethargy and become the natural and will- 
ing leaders in this phase of our work. 

The ideal solution, as we all now feel 

and know, for the accomplishment of 
really great things in health work is the 
procuring of a scientifically trained sani- 
tarian whose entire time can be com- 
manded. Looking to this end, campaigns 
of education for the laity should be zeal- 
ously and systematically conducted so as 
te mould public opinion in the proper 
channels of thought on all questions bear- 
ing upon sanitation and hygiene. 
- With that intangible, yet resistless 
force—public sentiment—behind us, per- 
suasion of county commissioners as to the 
real worth of the cause for which we con- 
tend should not be difficult. 

Every human being has an economic 
and commercial value: and whether he is 
to appear on the credit or debit side of 
the ledger denends in larve measure upon 
the state of his health. If he be vigorous 
and well, then he is to be counted an asset 
to his community: if he he sicklv and 
puny, he is to be reckoned a drawback and 
burden, for such, in truth, he is. That is 
to say, one of our most imperative duties 
is to show to the public that money iu- 
diciously and vronverly invested in the 
purchasing of health is vood business. 
This done, the rest will follow. 

This brings me to the consideration of 
a point which T deem of vital imnortance, 
namely, the selection of the various of- 
ficials when we delevate to serve the nub- 
lic. It is the public’s money which is be- 
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ing employed to defray the salaries of 
county and municipal health officers and 
the public has a right to demand a serv- 
ice commensurate with the amount ex- 
pended. It is our duty to make these se- 
lections with the most scrupulous care 
and caution; it is also our duty to see that 
these officials properly discharge their 
work and that they make to the parent 
body, the county medical society, regular 
and detailed reports. 

The time has gone, and, let us hope, 
forever gone, when a health officer’s po- 
sition is viewed solely in the light of a 
sinecure, the most important function be- 
ing the drawing of his monthly stipend. 

The time has come also when there shall 
no longer be self-appointed candidates for 
the salaried positions within the gift of 
our medical societies. A member should 
be made to feel that it is quite as unbe- 
coming to solicit votes in his own behalf 
for the position of county health officer 
as it would be to bring similar pressure 
to bear for the office of president of his 
society. In short, the office should seek 
the man, not the man the office. 

In order to abviate just this difficulty, 
the constitution of our Association pro- 
vides, when it comes to the selection of a 
State Health Officer, that this official be 
elected by the State Board of Censors and 
that this election be ratified, in regular 
session, by the State Association. This 
method appeals to me strongly as being’ 
one of the wisest means of safeguarding 
the office. 

I desire, therefore, to recommend that 
this same principle be applied to county 
societies in making selections for county 
and municipal health officers. Let the 
boards of censors for each county make 
the selections to fill vacancies occurring 
in county and municinal positions and 
then submit them to the county medical 
society for ratification. It is my firm con- 
viection that. if this policy were resorted 
to, the possibilities of error in the elec- 
tion of vroper offiicials would be mate- 
rially diminished. 

Permit me now, with all the brevitv 
which the importance of the subiect will 
allow, to rehash for you some of the han- 
nenings at the last meeting of our levis- 
lature which have a direct bearing on this 
Association. 

One year ago at our annual session held 
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in Birmingham there was submitted for 
the consideration of this Association a 
new public health scheme which, at many 
points, materially differed from the one 
under which we now operate. After much 
discussion of all plans offered as well! as 
the present one, the decision was reached 
that it would be unwise seriously to mod- 
ify the present system of administering 
the public health of the State, and this As- 
sociation went on record to that effect. A 
few months later when the General Assem- 
bly of the State was in session, this ques- 
tion was again given very careful consid- 
eration by the members of that body. 
Here also the verdict was rendered that 
no material change was deemed either 
expedient or necessary. In the earlier 
parts of this message endeavor has been 
made to set forth some of the causes which 
have contributed to the lack of harmo- 
nious effort on our part, as well as to any 
seeming failure in the accomplishment of 
all the great problems now confronting 
us. Unquestionably ours is a system the 
success of which demands co-operative ef- 
fort of the highest order. With it we 
shall succeed, nobly; without it we shall 
fail, ignobly. 

At our last annual meeting this Asso- 
ciation went on record as endorsing the 
optometry bill, which sought to procure 
from the State special privileges for a 
class of spectacle fitters denominating 
themselves as optometrists. Your Presi- 
dent, ably assisted by other members of 
the profession, realizing the mischievous 
possibilities lurking in any efforts to force 
a side entrance into the regular and legal 
channels for procuring medical licensure, 
as did this bill, strenuously opposed its 
passage. Despite these efforts, it suc- 
ceeded in passing both branches of the 
legislature and would have become law 
had not Governor Henderson, with char- 
acteristic good judgment, stood firm and 
not permitted such a breach to be made 
in our present excellent laws regulating 
the practice of medicine. In this connec- 
tion I desire to urge unon this Associa- 
tion the importance and wisdom of weigh- 
ing most carefully the decisions of the 
State Board of Censors before reversing 
their recommendations, as was done in 
this case. The fact that this Association 


had given this bill endorsement proved a 
most effective weapon in the hands of our 


BAKER: MEDICAL ORGANIZATION IN ALABAMA 


561 


cpponents, to say nothing of the inexpli- 
cable embarrassment which it caused 
those who were undertaking to thwart its 
passage. 

Another bill, of a nature similar to the 
optometry bill, in that it sought to grant 
tc a certain class the right to ply their 
trade without first measuring up to the 
prescribed medical requirements, was the 
so-called chiropractor bill. The chiro- 
practor, heedless of all pathology, pro- 
poses to cure every ill by the readjustment 
of supposedly displaced vertebrae. This 
bill, owing to its many manifest absurdi- 
ties, was defeated before the committee 
to which it had been referred; yet not, 
however, without eliciting considerable 
sympathy and support. With the defeat 
of these bills, either of which, had it be- 
come law, would have been a direct thrust 
at the educational system of the State, 
the members of this Association may still 
truthfully boast that no interloper has 
been. allowed to batter down the strong 
bars which hedge in and safeguard the 
health of this great commonwealth. 

So much for what did not become law. 

In the way of constructive legislation, 
several excellent bills looking to the fur- 
ther strengthening of our present health 
laws were passed, chief among which are 
the following: 

1. A bill paving the way whereby any 
county in the State may procure the serv- 
ices of an all-time health officer. This 
bill specifically defines duties, salaries 
(minimum and maximum, ranging from 
$1,000 to $5,000) and other features con- 
nected with all-time health officer work 
and should be carefully studied by every 
member of this Association. 

2. Another excellent law passed is one 
defining in detail the method of procedure 
for the abatement of nuisances. Hereto- 
fore health officers have encountered, at 
times, difficulty in enforcing such recom- 
mendations as were deemed expedient to 
be made under certain contingencies. 
This law greatly exnvedites this phase of 
their work and should appeal most 
strongly to all county health officers. 

8. Another law is one giving the State 
Board of Health supervision and control 
over public water supplies of the State. 
Any failure to comply with the recom- 
mendations of this Board, where pollution 
is supposed to exist, is to be published in 
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the public press for the benefit of the peo- 
ple at large. 

Many of our existing bills were 
strengthened in minor detail, more espe- 
cially those relating to the collection of 
vital and mortuary statistics, but the lim- 
tation of time precludes their further dis- 
cussion here. 

In August of last year Dr. R. M. Cun- 
ningham, of Birmingham, a life coun- 
sellor and a member of the State Board 
of Censors, resigned his membership in 
both these bodies. Fully mindful of the 
valuable service rendered this Associa- 
tion by Dr. Cunningham over a period of 
many years, this resignation was accepted 
with reluctance, and Dr. B. L. Wyman, 
also of Birmingham, was appointed in his 
stead on the State Board of Censors. At 
this meeting it will be necessary for this 
Association to elect a permanent succes- 
scr to Dr. Cunningham. 

This Association, at its last annual 
meeting, acted favorably upon a resolu- 
tion introduced by Dr. W. D. Partlow, of 
Tuscaloosa, whereby a committee of five 
was created, to be appointed by the Presi- 
dent and to be known as the State Com- 
mittee on Mental Hygiene. Immediately 
after the creation of this committee 
the appointments were made, with Dr. 
Partlow as its chairman. Organization 
was quickly accomplished and already 
much substantial work has been done, as 
will be shown by the report presently to 
be made to this Association by its chair- 
man. This especial field of work, while 
new and comparatively unexplored, has 
an exceedingly broad scope and_ should 
commend itself strongly to the members 
of this Association and should have our 
unstinted endorsement. 

The work done in the past sev- 
eral years by the majority of the 
other committees and councils of this 
organization has been largely of a 
desultory and negative character. Real- 
izing that much very positive good should 
accrue to this Association by work of this 
sort, if properly executed, the endeavor 
has been made to rekindle these smould- 
ering fires and to infuse new life into 
these well-nigh defunct committees. That 
some measure of success has been achieved 
will, I trust, be shown by the character 
of these reports which will be submitted 
to you at this meeting. In this connec- 
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tion I should like to recommend that one 
of the specific duties, each vear, of the 
Council on Scientific Study be the careful 
compilation of a course of study for each 
month in the year and that copies of such 
schedules be sent to each county medical 
society to be used as a guide in the shap- 
ing of their scientific programs. 

The limitations of time preclude, even 
were it necessary, an exhaustive consid- 
eration of the manifold blessings brought 
tc our people and to us—their physi- 
cians—by the State Laboratory and Pas- 
teur Institute. This feature of our work 
has, in bygone years, been ably stressed 
by several of my distinguished predeces- 
sors and a reiteration on my part would 
prove largely superfluous. I feel, how- 
ever, that the purposes and scope of this 
field of endeavor are to be expanded vet 
more and more. Physicians from the re- 
motest sections of our State must be en- 
couraged to avail themselves of the scien- 
tific accuracies which: such aid affords 
them. In the recognition of the many- 
sided vagaries of one malady in particu- 
lar is a laboratory test, oft-times, of su- 
perlative importance. I refer now to the 
sneaking, lurking, insidious manifesta- 
tions of lues. No demon ever masqueraded 
in a garment of so many colors or proved 
so destructive to human life and happi- 
ness, destroying ultimately not alone the 
single host that harbors it, but also claim- 
ing as its victims those yet unborn. And 
jt is to this phase of syphilis that the pub- 
lic health worker and the commonwealth 
must direct their attention. There 
searcely breathes a creature sO vicious or 
wicked as to assume the responsibility of 
marriage and procreation did he know 
that active traces of this disease still 
lurked within his system. Yet many 
there are who do assume these obligations 
thinking, in all sincerity, that no stigma 
longer remains, only to have the truth 
later revealed by many agonizing experi- 
ences. The clinician knows only too well 
how largely this one factor looms in his 
daily work and welcomes, with onen arms, 
the valuable assistance brought by the 
laboratory. There still remains, in many 
instances, one great. drawback—the vro- 
hibitive cost in securing this information. 
The time is not far distant when a vhvsi- 
cian will no more pronounce a luetic case 
cured or acquiesce in the assumption of 
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the married state by such an individual 
than he would discharge a case of diph- 
theria without first procuring a negative 
throat culture. Further, so closely is this 
question linked with the broad and burn- 
ing problems of sociology and eugenics 
that it is safe to predict that demand will 
be made of parties contemplating matri- 
mony of proof of freedom from this dis- 
ease. Statistics from hospitals where the 
Wassermann test is made, as a routine 
procedure, as well as from physicians who 
employ this aid in every case as a means 
of more accurate diagnosis, will show 
that of all patients presenting themselves 
for treatment a positive reaction will be 
obtained in from 10 to 20%. Figures 
such, as these furnish, to my mind, the 
most convincing argument for the more 
widespread employment of this very val- 
uable test. I should like, therefore, to 
recommend that provision be made by the 
State Board of Health so that the Was- 
sermann test may be procured from the 
laboratory of this State without cost by 
any licensed physician of the State. To 
ao this would not entail a very material 
increase in the work done in the Laborat- 
tory, nor would it call for any increase 
in force. Once the proper reagents are 
prepared and the specimens are at hand, 
the test can be executed for five or ten or 
twenty almost as readily as for one. 
Another phase of public health work 
upon which our attention should be 
strongly focused at this time is the ac- 
cursed passion for self-doctoring via the 
patent medicine route. It. would seem that 
our beloved Southland, since “demon 
rum” has been banished from our midst, 
were proving an unusually fertile field 
for those parasites bent unon sucking the 
financial blood of any gullible community. 
The courageous fight which for years has 
been waged by the American Medical As- 
sociation, aided at many points by some of 
the leading periodicals, such as the “‘Ladies’ 
Home Journal,” “Collier’s Weekly” and 
others, is quite familiar to all. More 
recently state boards of health, notably 
those of Kentucky, Louisiana and Texas, 
have manifested such a degree of interest 
im curtailing the activities of the natent 
medicine fraud as to render themselves so 
obnoxious that several law suits have been 
precipitated. Recent restrictions placed 
upon the traffic by the Federal Depart- 


ment of Pure Food and Drugs, together 
with decisions handed down by the Su- 
preme Court of the United States, are 
having a wholesome influence in still fur- 
ther increasing its embarrassment. Our 
own State, at the last meeting of the leg- 
islature, passed a law—the Shapiro bill-- 
which, if enforced, should prove of mate- 
rial assistance in fighting this curse. Yet, 
after all has been said and done, this ques- 
tion resolves itself largely into one of ed- 
ucation and of enlightenment — of our- 
selves, the druggists, the press, the peo- 
ple. Such humbuggery can not thrive 
when once the piercing rays of truth are 
turned squarely upon it. 

For many years a plan has been incu- 
bating in some of the best minds of the 
medical profession to unify the require- 
ments for the practice of medicine 
throughout the United States. Reciproc- 
ity—at best a poor and unsatisfactory 
makeshift — has long been countenanced 
by the examining boards of many states, 
although wisely rejected by our own. 
The workers in this field, keenly realiz- 
ing the necessity for greater unity and 
higher standards, finally evolved a plan 
which it is hoped will be not alone nation- 
wide in its scope, but also stimulating and 
healthful to state examining boards. 
Heretofore one of the chief obstacles to 
the establishment of a National Board of 
Examiners has been the lack of funds un- 
til.such a Board could attain a self-sup- 
porting basis. This need has now heen 
met by the Carnegie Foundation for the 
Advancement of Teaching, which agreed 
to donate to the cause the sum of $15.000 
annually. It is to be clearly understood 
that this Board is a voluntary organiza- 
tion, the purpose of which is not to dis- 
place, but to co-operate with, the various 
state medical licensing boards. There 
seems to be every assurance that exam- 
inations to be conducted by this Board 
will be of such unquestioned thoroughness, 
and the educational qualifications exacted 
of applicants for licensure so high, as to 
make it impossible for a poorly qualified 
individual to slin through. If these con- 
ditions obtain, there should be no good 
ground — provided, always, the present 
laws regulating the licensure of physi- 
cians can be so moditied as to grant the 
legal right—why the various state exam- 
ining boards, our own included, should 
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not give support and recognition to this 
National Board. 

There are many questions in connec- 
tion with this great work as yet un- 
solved. However, the increasing need for 
greater uniformity—if not for absolute 
uniformity — among medical examining 
boards is such as to warrant our Asso- 
ciation’s giving this matter most careful 
consideration in order to ascertain its real 
merits and to determine what legal recog- 
nition can be granted it; and this I recom- 
mend. 

And now, in conclusion, one thought 
more and I have done. The year now 
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rounding into history has been, for this 
Association, a momentous and memorable 
one. The volcanic heavings which, for 
some years past, have been g#adually fo- 
menting from within, and which seemed 
to threaten the very fibre of our existence 
and our usefulness, have at last broken. 
The skies are now serene and clear. May 
we not fervently hope that from it all 
our Association has emerged a weapon 
more powerful, more potent and more 
perfect for the accomplishment of ‘thé 
great purpose destined for it by its cre- 
ator—the preservation and conservation 
of human life and of human happiness. 
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EDITORIAL DEPARTMENT 


HOW YOU CAN HELP YOUR JOUR- 
NAL. 


Don’t you want to help your JOURNAL? 
You can be of real service with no special 
effort on your part. Your JOURNAL is grow- 
ing, its usefulness has long been appreci- 
ated by many doctors, but now this appre- 
ciation is becoming general over the entire 
South. Our circulation is rapidly increas- 
ing due largely to the ever increasing in- 
terest in the Southern Medical Association. 
We now print 7,000 copies each month, 
more than 5,000 of which go to members of 
the South’s greatest medical organization. 
The tremendous commercial possibilities 
of the South have never been appre- 
ciated as they should be by the large 
houses in the North, East and Middle 
West. Business firms in those sections of 
the country are just beginning to compre- 
hend the value of our great region with its 
wonderful resources; and never has more 
interest been taken in the South than is 
now being manifested by them. Advertis- 
ers are beginning to show an interest in 
the JOURNAL. They are learning to feel 
that it is their best medium for securing 
representation in this practically virgin 
field. You can help wonderfully to make 
the advertisers feel the possibilities of 
your JOURNAL if you will read the adver- 
tisements in the JOURNAL and patronize 
its advertisers when you are buying things 
you need. 

When a salesman calls on you, incident- 
ally tell him that you saw his firm’s adver- 
tisement in the JOURNAL, or that you no- 
ticed that his people were not advertising 
in the JOURNAL. Tell him of the high 
standards of the JOURNAL and that an ad- 
vertisement in it would give his firm bet- 
ter standing and more prestige in the 
South. This will impress him with the 
importance of the JOURNAL and his impres- 
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sions will be passed on to the home office 
from which the advertising is placed. 

We have recently made a contract with a 
large firm for a few months to try out the 
JOURNAL. They will be watching the JOUR- 
NAL, will check up their inquiries from the 
South, and will have their salesmen in the 
South note if the JOURNAL’S advertisements 
are read by the doctors upon whom they 
call. If they find that their advertise- 
ments are read it will mean a continuation 
of their business. Advertisers already us- 
ing the JOURNAL are watching it closely, 
still others that have not come in are inter- 
ested and are watching it. 

Will you not lend us your co-operation 
to make advertisers see that your JOURNAL 
is the one best medium to reach you and 
other progressive Southern physicians? 
Without advertisers we could not publish 
the JOURNAL. More advertisements means 
more operating funds and more funds 
means a larger and better JOURNAL. Your 
JOURNAL is growing as it is, but it would 
welcome a little “forced feeding” from 
you. 


PROFESSIONAL JEALOUSY AND 
CRITICISM. 


How often do we hear men say that 
the medical profession is the most jealous 
of all callings! Whether this be true or 
not, certain it is that one rarely goes to a 
strange town inquiring of doctors as to 
the personnel of their confreres without 
being informed of the “irregular” beha- 
vior of many of them. Perhaps much of 
it is true. Yet the custom of fault-find- 
ing is as much a habit as anything else; 
and wise is the man who can hold himself 
above such a practice. 

The words of Dr. Robert T. Morris* are 
particularly appropriate in this connec- 
tion: “Avoid all criticism of colleagues 


*Morris: “Doctors vs. Folks,” Doubleday, Page 
& Co. 
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in private conversation, and save critical 
energy for the medical society meeting. 
One may begin the use of my talisman this 
year, preferably this week, better yet this 
day, best of all this minute. Reserve crit- 
icism for well-planned analyses of the 
methods and motives of colleagues—that 
is the one thing essential for greatest — 
progress. The open society meeting, the 
reputable medical journal, are the only 
places in which antagonists have a fair 
opportunity for attack and defense — 
never in private exchange of misconcep- 
tion.” 

It would be well if every doctor would 
occasionally re-read Charles Reade’s fam- 
ous old novel, “Put Yourself in His Place.’ 


END RESULTS OF MEDICAL AND 
SURGICAL TREATMENT. 


The medical mind of today is divided 
on the issue as to the advisability of med- 
ical or surgical procedure in a large group 
of border line cases. When one reads the 
report of some eminent surgeon on his 
series of cases, it seems quite logical that 
only surgery is of value in these condi- 
tions, but the medical man presents a se- 
ries from his wide and valuable experi- 
ence and the cloud of bewilderment set- 
tles more thickly than ever upon the heads 
of their interested contemporaries. This 
point will never be settled by the reports 
of the men whose expertness in the dif- 
ferent procedures has won them positions 
of prominence among their fellows. They 
are working. under conditions which few 
of the practitioners at large can ever hope 
to duplicate, and their observations are too 
often influenced by prejudice toward one 
or other regime of treatment. The final 
solution of the problem will not rest upon 
the observation of the few, but must de- 
pend for its rationality upon the end re- 
sults obtained by surgeons and physicians 
working throughout the country and sub- 
ject to the varied influences that must 
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govern the every-day management of the 
ease. These statistics are not available at 
present, for, as a rule, even the most prog- 
ressive have not taken time to keep any 
intelligible record of their cases and have 
followed no systematic routine of ascer- 
taining the outcome of their treatment. 
The consummation of this end can be 
obtained only by some adequate “follow-up 
system.”’ Such a system is that adopted 
by the Presbyterian Hospital of New York 
City. As described in a recent issue of 
the Journal of the American Medical As- 
sociation, the principal rules for carrying 
out this system are: 1. Upon leaving the 
hospital, each patient is provided with a 
card upon which is written a definite day 
and hour for examination, and at this 
time an effort is made to impress upon him 


the importance of his returning. If he 


fails to appear at the appointed time he 
is sent a letter making a definite appoint- 
ment for one week later. Should he again 
fail to respond, he is visited by a social 
service worker, who tries to persuade him 
to return or, failing in this, obtains as 
complete information about him as is pos- 
sible. 2.The carefully kept case histo- 
ries and records are bound in volumes of 
fifty each, numbered chronologically ac- 
cording to discharge date, and an abstract 
is made of the case for convenience in 
handling. A copy of this abstract with a 
scratch card is sent to the examining sur- 
geon so that he thus has the main data 
of the case and a definite card upon which 
to record his findings. A copy of the find- 
ings is made on the abstract sheet and 
when the case is closed is pasted into the 
bound volume. 3.To maintain the inter- 
est of the attending surgeons, a notice is 
sent them of the examinations scheduled 
of cases they have treated in the wards. 
This system can be adapted, in very 
much simpler form, to the needs of every 
practitioner and institution. Though it 
would mean the expenditure of some val- 
uable time, it would in the end well repay 


the sacrifice by satisfaction in work well 
done and accumulation of valuable infor- 
mation. A moment’s reflection will con- 
vince one that it is the quality, not the 
quantity, of work done that makes for 
success. Irrespective of the altruistic and 
scientific inducements, this plan from a 
thoroughly practical point of view should 
prove advantageous, for such a manifes- 
tation of interest in the patient’s subse- 
quent welfare has a pleasing effect on the 
public mind, and justly so. 

The haphazard method of carelessly 
kept case memoranda must go as all such 
relics of a less scientific age; and the care- 
fully kept record of the case which has 
been closely followed will throw its light 


of accurate knowledge on some of the . 


dark spots in the road of medical prog- 
ress. 


THE IMPORTANCE OF OBSTETRICS. 


In an article recently read by Dr. D. C. 
Homan, of Oglesby, Texas, before the 
Central Texas District Medical Society, 
he called attention to the importance of 
obstetrics compared with other medical 
subjects which are studied as special de- 
partments cf medicine, while this most 
important of all studies is too often not 
only relegated to the domain of general 
practice but also receives no particular at- 
tention in our medical colleges that would 
impart necessary skill to the student. 

This indifference appears also to be 
shared by many general practitioners, who 
complacently witness obstetrical cases be- 
ing turned over to the mercies of ignorant 
women whose only qualifications are old 
age and self-confidence. There is an ade- 
quate reason for setting aside the treat- 
ment of many diseases or conditions as 
specialties of medicine or surgery, and 
demanding extraordinary skill on the 
part of those who practice them. The ne- 
cessity for this is generally recognized by 
the laity as well as by the medical pro- 
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fession, but in no other department of 
medicine are the reasons demanding spe- 
cial preparation and ability so self-evi- 
dent as in the department of obstetrics. 
Surgery has long been the leading special- 
ty; its successes have been spectacular, 
and no one denies the justice of the de- 
mand for large fees by the surgeon. But 
it is not every case of surgery wherein 
even one human life is rescued or im- 
perilled. But in obstetrics it is never less 
than two human lives that are entrusted 
absolutely to the care of the ‘attending 
physician or midwife. To be adequately 
prepared to give the parturient woman 
the benefit of every available means for 
the safety «nd future welfare of herself 
and her offspring requires more minute 
and accurate anatomical, physiological, 
pathologica: and surgical knowledge than 
is necessary for the proper performance 
of many a surgical operation for which 
large fees are collected. Yet if an ob- 
stetrician, after a moderately difficult la- 
bor had been safely conducted by him, 
were to present a bill for an amount half 
that which is cheerfully paid for an ordi- 
nary surgical operation, there would be 
indignant remonstrance. Even though 
the obstetrical fees demanded by the 
average pnvsician of today are entirely 
inadequate for scientific work, yet a la- 
mentable number of such cases seek to 
avoid those fees by employing incompe- 
tent midwives. It is unfortunately true 
that in some instances the exchange is 
justified by the lack of qualifications on 
the part cf the physician. The truth is 
that both the general public and the 
schools of medicine need awakening to the 
true condition, danger and needs of the 
parturient woman. They should be 
taught to realize that the tissues affected 
are so delicate and so subject to injury or 
infection, zt.d the circumstances at par- 
turition are so critical, that even slight 
errors in mcasurements and diagnosis may 
result in most disastrous consequences. 


They should know that the conducting of 
a labor is just as much a surgical opera- 
tion as is the removal of an opaque lens 
from the interior of the eyeball, and that 
to acquire the necessary skill and judg- 
ment demands a special course of study 
and training as imperatively as does any 
other medical specialty. They should 
realize that such extra preparation not 
only insures perfect work and every pos- 
sible degree of safety to both mother and 
child, but also entitles the operator to re- 
muneration sufficient in amount to war- 
rant men of such qualifications in select- 
ing the kranch of obstetrics for their 
special work in life. When these truths 
have become generally recognized the mid- 
wife will ne longer be an ignorant pre- 
tender, even though sincere in her belief 
in her own abilities, but a trained nurse 
in a special department, able to give first 
aid in her specialty but never assuming 
the right to operate further than directed 
by the physician in charge. 

In the domain of medicine and surgery 
the obstetrician should be ranked as the 
equal of any other specialist, in impor- 
tance and value, and his fees should be- 
token that position. Fifty dollars should 
be his minimum charge, and those who 
are able shculd pay more. 


AN ESSENTIAL PRECAUTION IN US- 
ING PROPRIETARY MEDICINES. 


Any man has a right to believe any- 
thing he chooses to believe so long as his 
opinion does not affect the welfare of 
other people. 

But when his beliefs may work good or 
evil to those dependent upon his judgment 
it is his solemn duty to be very careful 
about adopting conclusions. This is par- 
ticularly true concerning physicians and 
the theories they accept regarding the 
actions of medicines or the nature of dis- 
eases. The doctor who receives as reli- 
able the statements of the medical sam- 
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ple man and his “literature” is guilty of 
carelessness in the welfare of his patients. 
He knows, if he reads at all the current 
medical literature, that the market is full 
of pseudo-scientific preparations with im- 
posing names pretending to be what they 
are not, and until he has consulted some 
authoritative analysis of the composition 


of the drug in question he has no right to, 


believe the published statements of its 


manufacturers. He can not plead that 


such an authority is not available concern- 
ing any drug that can be called to his at- 
tention, if it is worthy of consideration, 
for the Council on Pharmacy and Chem- 
istry of the American Medical Associa- 
tion publishes annually a book selling at 
$1.00 in which the constituent elements 
of almost every drug in the market are 
plainly stated. If the medicine a physi- 
cian is thinking of using is not listed in 
“New and Non-Official Remedies” its ab- 
sence from the list is satisfactory evidence 
that it is unworthy of confidence. No 
doctor can afford to risk his own reputa- 
tion and the welfare of his patients by 
using the contributions of the “sample 
man” unless he finds them in the approved 
list. More than that, it is unfortunately 
true that he can not accept as reliable the 
advertisements of proprietary medicines 
published in some of our largest medical 
journals until he has tested them by the 
same authority. It follows inevitably that 
in this day and time no up-to-date doctor 
who wishes to keep up with the proces- 
sion, to use what is newest and best and 
to avoid the fraudulent and worthless, 
can do his work conscientiously and well 
without consulting “New and Non-Official 
Remedies.” 


SUPPORT FOR HEALTH DEPART- 
MENTS. 


“The Keystone” of the Southern States 
Life Insurance Company contains a plan 
which it intends to present to the legis- 


latures of the various Southern states to 
the effect that they levy a tax for their 
state health departments equal to the re- 
ceipts from the taxation of life insurance 
companies. This is but one of the many 
manifestations which have been shown by 
insurance companies to better health cen- 
ditions throughout the country. Some 
give periodic free physical examinations 
(including urinalyses) of their policy- 
holders. Others maintain tuberculosis 
sanitoria. It is particularly gratifying to 
note that a Southern company also is in- 
stituting so helpful a movement for pub- 
lic health. 

It has been estimated that the total in- 
come to states from taxation of such com- 
panies is $10,550,837, or an average for 
each state of $215,323 per year. 

If the health boards were to supply free 
Wassermann tests, typhoid vaccines, diph- 
theria antitoxin, tetanus antitoxin, rabies 
treatments and the like, if they could 
carry out thorough and systematic health 
surveys and organize adequate campaigns 
of education on public health matters in 
each state, such appropriations would be 
none too large. The state of Pennsylva- 
nia appropriates more than two million 
dollars annually to its department of 
health and the deaths from tuberculosis 
and typhoid fever in that state have been 
decreased more than 50% in the past dec- 
ade. Several Southern states already ap- 
propriate more than a hundred thousand 
dollars a year for public health work afd 
they are getting amazing results for the 
money expended. There is no truer say- 
ing than that “we get as much health as. 
we pay for and no more.” 


PAPAVERIN IN UROLOGY. 


Pal, Popper and Frankel, of Vienna, 
showed that papaverin, an alkaloid of 
opium, lowers the tonus of all smooth 
muscle. Later, Macht, of Johns Hopkins, 
and others confirmed this observation by 
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trying it upon isolated bits ‘of blood ves- 
sels and uterine and intestinal muscle. 

At least one practical application of this 
knowledge has been made. Macht and 
Geraghty* report a most interesting case 
of ureteral calculus. Taking advantage of 
the fact that papaverin relaxes smooth 
muscle, they cystoscoped and catheterized 
the patient’s ureter. In that way they in- 
jected just below the stone 5 cc. of a 2% 


solution of papaverin hydrochlorid. The . 


mouth of the ureter was observed to di- 
late. Later, a second injection of the drug 
resulted in the stone’s being carried all 
the way down into the bladder. 

These authors are not over-enthusiastic 
in their claims, nor do they believe that 
operation for stone can altogether be dis- 
pensed with. The mere dilatation from 
papaverin might not be sufficient without 
some propelling force. Furthermore, it 
could not deliver a calculus too large to 
pass the narrow vesical portion of the 
ureter. 

However, if only an occasional calculus 
case can be cured without operation, or if 
the duration of colic incident to the pass- 
ing of a stone can be shortened, we have a 
valuable addition to urological therapeu- 
tics. 


WEIL’S DISEASE. 


Weil’s disease, or epidemic jaundice, 
otcasionally appears in different parts of 
the country, and its etiology has never 
heretofore been satisfactorily explained. 
There are certain symptoms that aid in 
differentiating it from catarrhal jaundice, 
so that the physician who is on his guard 
will readily make the distinctions. 

The onset is more violent, and _ the 
prostration is sometimes so great that the 
patient cannot stand on his feet even in 
the first day of the attack. The conjunc- 
tivae are more intensely congested and 


*Johns Hopkins Hosp. Bull., XXVII, No. 302, pp. 
119-120. 
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albumin and cylindrical casts are often 
found in the urine. In very severe cases 
bloody sputum may be seen. This is a 
very different picture from that of ordi- 
nary icterus, neither are the symptoms 
those of acute atrophy of the liver, nor 
vet of cholelithiasis, and the mortality is 
sometimes thirty per cent. 

In 1914 and 1915 four Japanese physi- 
cians from the First Medical Clinic of the 
Imperial University in Kyushu, Fukuoka, 
Drs. Inada, Ido, Hoki and Ito, made a 
thorough study of the disease, and their re- 
sults throw a great deal of light upon its 
etiological problem. 

By injecting guinea pigs with blood 
from a patient suffering with Weil’s dis- 
ease they induced all the symptoms there- 
of in the animals, and upon autopsy they 
discovered a spirochaeta which they later 
concluded was the pathogenic cause of 
Weil’s disease. Further research detected 
the presence of similar organisms in the 
blood and tissues of patients suffering 
with that affection. The spirochaeta is 
extracellular though found in the blood. 
It is about as long as the diameter of a red 
corpuscle, and is curved or wavy in out- 
line. Occasionally some are found in 
phagocytes and in epithelial cells. 

The investigators propose to name the 
organism “spirochaetosis ichtherohaemor- 
rhagica.” The mortality in their cases 
was 32 per cent. 

Autopsies showed the organisms most 
numerous in the tubuli uriniferi, and next 
in the hepatic cells. 

Further research showed that the in- 
fection can penetrate the unbroken skin, 
though when it is abraded the entrance is 
easier. The spirochaetae are most active 
in water or in wet places. In certain coal 
mines some of the men work with their 
feet covered with water, and many cases 
occurred among them, while those em- 
ployed in dry parts of the same mine were 
rarely affected. The urine shows albumin 
and cylindrical casts which contain many 


: ' 
ball , 
— 
q 
| 
q 
4 
P 
4 
q 


EDITORIAL 571 


of the organisms. Guinea pigs are readily 
infected by rubbing this urine upon the un- 
broken skin of the abdomen. 

The disease also occurs through infec- 
tion of the alimentary canal. Insects do 
not convey it. Prophylaxis requires that 
all wet ground that has been subjected to 
the infection shall be drained and treated 
with lime, and all excretions from the 
patients burned or thoroughly disinfected 
for 40 days after the attack, the organisms 


’ being found during that length of time. 


The only successful treatment seems to 
be the injection of immunized serum of 
goats or horses. Salvarsan was not suc- 
cessful. The studies of these Japanese 
physicians on this subject are published 
in The Journal of Experimental Medicine, 
March Ist, 1916. 


SANITATION IN PANAMA* 


The greatest triumph of sanitation in 
the history of the world was the eradica- 
tion of yellow fever and malaria from Ha- 
vana and the Canal Zone. This achieve- 
ment by General Gorgas and his associ- 
ates represents one of the great epochs in 
the progress of civilization, not only be- 
cause the construction of the Panama 
Canal, the greatest industrial undertaking 
in history, depended entirely upon the sani- 
tation of the Canal Zone, but it proved 
that the white man can live, prosper and 
enjoy as good health in the tropics as in 
cold climates. .It therefore opened up for 
development the most fertile lands of the 
globe; and General Gorgas predicts that 
the future centers of industry and popula- 
tion, will be in the tropics. The sanitation 
of Havana and the Canal Zone was of the 
greatest importance to the South because it 
forever freed us from epidemics of yellow 
fever and it stimulated among Southern 
medical men an interest in the eradication 


*Published by D. Appleton and Company, New 
York, Price $2.00. 


of the tropical diseases from the South 
that, more than anything else, have inter- 
fered with the development of the most 
productive region of the United States. 

The central figure of this great achieve- 
ment, the sanitary genius under whose 
direction the work was carried to comple- 
tion, was General Gorgas who is as modest 
as he is interesting. His simplicity of 
expression and his gentleness of manner 
add to the charm and loveliness of his 
character. As an author General Gorgas 
is as modest and as interesting as he is 
personally charming. In this book, a little 
larger than the popular novel, and ar- 
ranged, printed and bound in much the 
same style, he has given the story of “San- 
itation in Panama.” While no hero or 
heroine appears in the book, it is as ab- 
sorbing and as interesting as any novel 
that has been published; yet it contains 
an enormous amount of information re- 
garding sanitation that every one should 
know: 


It is a trait of great men that they praise 
the work of others and General Gorgas’ 
tributes to Finlay, Carter and Walter Reed 
for their work on the transmission of yel- 
low fever are as delightful as they are de- 
served. The description of the experi- 
ments and the methods employed in the 
yellow fever work in Havana is of par- 
ticular interest because it is authoritative 
and tells the tale of the conquest of man’s 
greatest enemy in the tropics. 

The malaria work and the hospital and 
quarantine systems on the Canal Zone are 
also described in non-technical language, 
so that the volume should be of as much 
interest to the general reader as to the 
physician. It is the kind of book that every 
physician likes to read and pass on to his 
wife, children and friends. General Gor- 
gas deserves the thanks of the reading pub- 
lic for recording in such attractive style a 
description of “Sanitation in Panama.” 
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ENDEMIC DISEASES OF THE SOUTH* 


The most important book ever published 
on the endemic diseases of the Southern 
States, and the only one dealing solely with 
the tropical diseases which prevail in the 
South more than in other regions of the 
United States, has just been issued from 
the press of the Saunders Company. Wil- 
liam H. Deaderick, whose work on malaria 
has for ten years been regarded as the 
most practical treatise on that subject, and 
Loyd Thompson both of Hot Springs, 
Arkansas, are the authors. It is of great 
practical value because the authors are 
men who have had a wide experience in 
treating the diseases which they discuss. 

Most of the text-books on the practice of 
medicine have been written by teachers of 
medicine in the larger cities of the North 
and East, who have had little experience 
in dealing with the diseases that constitute 
a considerable part of the work of the gen- 
eral practitioners in the South. These text- 
books have usually been excellent treatises 
on diseases of the heart, lungs and other 
general conditions, but have contained 
scant references to malaria, pellagra, un- 
cinariasis, amebiasis and other similar 
diseases; and frequently their teachings 
on the diseases with which they are unfa- 
miliar have been misleading. The writer 
vividly remembers his first case of mala- 
rial hemoglobinuria, when he consulted all 
the authorities that could be found on the 
subject and following the teachings of 
what was then considered the greatest 
book on the practice of medicine, he pre- 
scribed large doses of quinine, which in- 
creased the hemolysis and consequently the 
intensity of the symptoms and nearly cost 
the patient his life. 

Southern physicians have in the past 
few years begun to write books; and a 
number of splendid monographs on mala- 


*Published by W. B. Saunders Company, Phila- 
delphia. Cloth, $5.00. Half Morocco, $6.50. 
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ria, uncinariasis, pellagra and amebiasis 
have been published; but Deaderick and 
Thompson’s “Endemic Diseases of the 
South” is the first work in which all these 
diseases have been discussed in anything 
like a comprehensive manner. Southern 
physicians will therefore be pleased to 
know that they may have for daily refer- 
ence a volume of such practical importance 
to them. : 

Nearly one-half the book is given over to 
the discussion of malaria and every phase 
of the subject is covered thoroughly. The 
chapters on prophylaxis and treatment are 
particularly full and satisfactory. While 
Deaderick’s method of handling the sub- 
ject is recognized, the text is entirely dif- 
ferent from his book on malaria. 


The chapters on “black water fever” 
are of particular interest to those who 
practice in intensely malarial localities 
where this condition, or disease, occurs. 
The term “black water fever,” a localism 
obtained from the natives of West Africa, 
will. not be approved of by many who re- 
gard the condition simply as a malarial 
hemoglobinuria. The author regards pre- 
vious malaria as absolutely essential to, 
and in some cases the exciting cause of, 
black water fever, but seem to regard it 
as a possible disease sui generis. His 
method of treatment will be approved of 
by most of those who have had experience 
with malarial hemoglobinuria. 

Pellagra is given more than a hundred 
pages and the various theories of its eti- 
ology and the different methods of its treat- 
ment are discussed without the authors’ 
committing themselves to any theory as to 
its cause or to any method of treatment. 
Goldberger’s diet is given and advised, 
with the statement that “in view of the ab- 
sence of proof as to the etiology of pellagra 
and out of deference to the zeist theory, 
although we do not subscribe to it, we are 
accustomed to advise our pellagra patients 
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to abstain from eating corn in any form.” 

Emetin is described as the specific treat- 
ment in amebic dysentery and the chapter 
on its diagnosis is very good. The section 
on hook-worm disease conforms to the 
usual discussion of the subject and repre- 
sents the views of the recognized authori- 
ties on uncinariasis. The life history of 
several other intestinal parasites is given, 
but in the opinion of the reviewer, this 
chapter is not so complete as the import- 
ance of the subject demands. 

The book is well written, the typograph- 
ical work unusually good, the illustrations 
_ are appropriate and add to the value of 
the text, and the entire presentation of the 
subject is most attractive and authorita- 
tive. Deaderick and Thompson’s “Endemic 
Diseases of the South” is the most valuable 
contribution to the literature of Southern 
medicine that has been published. 


KENTUCKY’S ADVANCED LEGISLA- 
TION. 


It is difficult to speak in terms of the 
superlative, but there would certainly 
seem to be no more progressive nor more 
useful state medical association in the 
country than that of Kentucky. Under 
the leadership of that great organizer, Dr. 
J. N. McCormack, and his able son, Dr. A. 


T. McCormack, it has made wonderful- 


strides forward. 

Recently, the General Assembly of that 
state, through the continued efforts of the 
Kentucky State Medical Association. 
passed four laws which are clearly indica- 
tive of the advanced ideas prevailing in 
that section. 

The first is a law forbidding any mal- 
practice suit against a physician after one 
year from the time of injury or neglect. 
Prior to this, a suit for malpractice could 
be filed any time within five years. Court 
records show that three-fourths of such 


cases were brought against physicians 
after one year from the date of alleged 
neglect or injury. 

The second places penalties upon ‘‘fee- 
splitting.” It is divided into three sec- 
tions. The first defines the meaning of the 
term, “selling the patient.” The second 
describes “buying the patient.” And the 
third sets the penalty for either offense, 
which together are called “fee-splitting.” 
It says, “Upon conviction he shall be fined 
for the first offense not less than $50.00 
nor more than $100.00, and upon convic- 
tion of the second offense he shall forfeit 
his license,” etc. This law is almost iden- 
tical with the Alabama “fee-splitting” law, 
except that in a few places they differ 
slightly in phraseology, and in the penal- 
ties inflicted. 

The third prohibits untruthful advertis- 
ing of all kinds. The offender “shall be 
fined in any sum not exceeding $500.00, or 
imprisoned in the county jail not exceed- 
ing ninety days, or both so fined and im- 
prisoned in the discretion of the jury.” 

And the fourth covers the sanitary pro- 
duction, hauling and storing of food prod- 
ucts. It specifies proper lighting, drain- 
age, plumbing, and ventilation of food fac- 
tories and depots; the hygienic transporta- 
tion of eatables; the cleanly and washable 
nature of the floors, walls, ceilings, and 
sidewalks, etc. ; the screening of buildings; 
the provision of adequate and convenient 
toilet rooms and lavatories with washable 
floors, to be scoured each day; the lavato- 
ries with towels convenient to the toilets; 
the provision of cuspidors for the use of 
employees, which receptacles are to be 
washed and treated with disinfection so- 
lution each day; prohibition of expec- 


toration on floors or sidewalls where food — 


is kept or handled; the classing as a mis- 
demeanor the sleeping in a room with food 
in packages unhermetically sealed; the un- 


lawfulness of permitting the employment | 
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in connection with food of anyone affected 
with a contagious or venereal disease; the 
labelling of condemned foods; the destruc- 
tion of such when ordered; that the of- 
fender shall be punished by a “fine of not 
less than ten dollars ($10.00) nor more 
than one hundred dollars ($100.00), or by 
imprisonment not to exceed 30 days, or by 
both fine and imprisonment, and for the 
second and subsequent offenses by a fine of 
not less than fifty dollars ($50.00) nor 
more than two hundred dollars ($200.00), 
or by imprisonment in the county jail for 
not more than ninety days, or both, in the 
discretion of the court,” etc. 

Kentucky may well be proud of what she 
has accomplished. We know of no other 
state in the Union that approaches her in 
progressive health legislation. 


AN OBNOXIOUS CLASSIFICATION. 


In the United States Public Health 
Reports dated March 3rd, 1916, mention is 
made of the efforts of the National Asso- 
ciation of Retail Druggists “to secure a 
change in the classification of retail drug- 
gists as retail liquor dealers.” Such a 
classification is a grave injustice to a 
class of citizens who, for intelligence, use- 
fulness and respectability, are the equal 


of any. In its ranks are found many 
of the most’ earnest _prohibitionists, 
and few there are among them who will 
prostitute a privilege which is a profes- 
sional necessity, to use it for illicit gain. 
Where such has unfortunately been the 
case the misdemeanor was too often aided 
and abetted by some doctor who failed to 
recognize the dignity of his profession 
and who was equally culpable with the 
druggist. It is unfair to classify all drug- 
gists as retail liquor dealers, especially 
since a taint of dishonor is generally asso- 
ciated with the name. It has been sug- 
gested that the principles of the Harrison 
anti-narcotic law be extended to cover the 
requirements of the situation, but here 
the element of revenue interposes. The 
government derives an immense revenue 
from the alcoholic trade that passes 
through the hands of the druggists, by the 
simple expedient of licensing them as re- 
tail liquor dealers. If the retail druggists 
are to be removed from that category 
some other way must be devised to make 
the alcohol and its compounds that they 
need pay the taxes now derived through 
their licenses. If this necessary provision 
can be accomplished it will be easy to 
formulate a title for the business that will 
be at once distinctive and inoffensive. 


BOOK REVIEWS 


Orthopedic Surgery 


By Edward H. Bradford, M.D., Consulting Surgeon 
to the Children’s Hospital, Boston, and to the 
Boston City Hospital; Professor of Orthopedic 
Surgery Emeritus in Harvard University; and 
Robert W. Lovett, M.D., Professor of Orthopedic 
Surgery in Harvard University; Surgeon to the 
Children’s Hospital, Boston, and Surgeon-in- 
Chief to the Massachusetts Hospital School, 
Canton. 416 pages. 5th Edition. Profusely il- 
lustrated. New York: William Wood & Co., 
1915. Price, $3.75. 

In this revised edition of the book, the authors 
have stuck to their former determination to be 
concise, while at the same time including the ad- 
vances made in orthopedics, such as the new work 
of Abbott in scoliosis, etc. 


It is a well-prepared hand-book, which in a brief 


manner covers the field better than any book of 
which we are aware. ; 


Obstetrics: A Practical Text-Book for Students 
and Practitioners. 

By Edward Bradford Cragin, A.B., A.M. (Hon.), 
M.D., F.A.C.S., Professor of Obstetrics and Gyn- 
ecology, College of Physicians and Surgeons, 
Columbia University, New York; assisted by 
George H. Ryder, A.B., M.D., Instructor in Gyn- 
ecology, College of Physicians and Surgeons, 
Columbia University, New York. Octavo, 858 
pages, with 499 engravings and 13 plates. Phil- 
adelphia: Lea & Febiger, 1916. Cloth, $6.00. 
It is a clear, able treatise on the subject of ob- 

stetrics, and has many clever illustrations. Dr. 

Cragin gives the methods in use at the Sloane 

Hospital for Women, of which he is Attending 
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Obstetrician and Gynecologist, and he also fur- 
nishes elaborate statistics from his service there 
and elsewhere in New York City. The latter is of 
especial interest, since we in America usually see 
European figures quoted instead of our own. 

The book is well within the usual size-limit for 
a suitable text-book for students, while at the 
same time it is sufficiently full for a reference 
work for the practitioner. 


Microbes and Men, A Surgeon’s Philosophy, and 
Doctors Versus Folks (Constituting “To- 
morrow’s Topics Series’). 


By Robert T. Morris, M.D., of New York City. In 
three volumes of about 500 pages each. Garden 
City, N. Y.: Doubleday-Page Co., 1915. 


“Tomorrow’s Topics Series’ comprises three 
books which every doctor should read. To say 
that they are highly entertaining is speaking the 
truth, but is only stating half the facts. Because, 
for that matter, a black-faced comedian may well 
earn the same compliment. Dr. Morris more than 
entertains: he instructs. He points out the pit- 
falls which have been encountered in his path, 
and he indicates means for avoiding them; or, 
having fallen into them, the approved method of 
-extricating one’s self. .He delves deeply into the 
philosophy of life. It is, in fact, an autobiography 
of a surgeon,—an autobiography depicting a life 
of usefulness, of scientific pursuits, and of the 
maintenance of the highest ideals. 

The mature reader recognizes problems which 
have often confronted him, whereas the young 
man foresees in them many unavoidable obstacles 
which sooner or later he must face. 

He gives us a higher regard for our own profes- 
sion, and a clearer understanding of our responsi- 
bilities to the world at large. On the other hand, 
he gives to the laity a better understanding of the 
physician’s viewpoint in many matters, such as 
advertising, fee-splitting, etc..—subjects whose 
ethics are difficult of comprehension by them. 

As a philosopher, he is deep; as a critic, he is 
just; and as a scientist, he is observant and accu- 
rate. We do not agree with him always,—for ex- 
ample, in the use of short incisions, in the em- 
ployment of ungloved hands in any intra-abdomi- 
nal operation, or in the admission of Osteopaths, 
etc., to membership in our medical societies. But 
after all, these are relatively trivial matters, and 
we can calmly disagree with him, and at the same 
time believe him to be perfectly honest and fear- 
less in his fight for what he believes to be right. 


Jacobson’s Operations of Surgery. Sixth Edition. 


By. R. P. Rowlands, M.S., Lond., F.R.C.S., Eng., 
Surgeon to Guy’s Hospital; and Philip Turner, 
B.Se., M.S., Lond., F.R.C.S., Eng., Surgeon to 
Guy’s Hospital; Teacher of Operative Surgery 
to the Medical School. In two volumes, with 
979 illustrations (40 in color). New York: The 
Macmillan Co., 1915. Price $13.00 a set. 

The sixth edition of Jacobson’s Operative Sur- 
gery, while including much recent material, never- 
theless neglects so many important contributions 
to surgery that we cannot refrain from calling at- 
tention to a few of them. 
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In the section on nephritis as a contra-indication 
to operation, and in the part dealing with the in- 
dications for nephrectomy, we fail to find any ref- 
erence whatsoever to the phenol-sulphone-phtha- 
lein or to any other functional test of the kidney. 
In America, most of us have come to regard such 
tests, while not infallible, certainly as being ex- 
tremely helpful in prognosis and easily worth 
while. 


Referring to the intravenous administration of 
saline, the authors mention only the “cutting- 
down-on-the-vein” method, and pass over the eas- 
ier way of simply inserting the needle through the 
skin directly into the vein, a procedure which is 
satisfactory over nine times out of ten. 


To the important topic of the transfusion of 
blood, they devote but two-thirds of a page, one 
method only being given. That is Aveling’s, and 
consists of a rubber suction bulb, on either side of 
which is a rubber tube, stop-cock and cannula. 
The authors conclude: “Needless to say the op- 
eration is accompanied by considerable risks, es- 
pecially from thrombosis and embolism.” They 
ignore the indirect methods perfected by Linde- 
man, Kimpton-Brown, and others. Furthermore, 
they fail to suggest any of the several simple and 
rapid hemolysis tests before transfusion. 


Again, in regard to swabbing out pus from the 
abdominal cavity in pneumococcic peritonitis, we 
are told that “irrigation with warm saline solu- 
tion is quicker and more effective when there is 
diffuse peritonitis.” There are few surgeons in 
this country who still adhere to the practice of 
flushing out of the peritoneal cavity that fluid 
which is so rich in opsonins, and whose loss might 
be serious enough to turn the tide against the pa- 
tient. 


Just one other criticism, and we shall be glad 
to close. The use of the word “tubercu-lar”’ oc- 
curs frequently throughout the work instead of 
“tubercu-lous.” 

Have we anything good to say for the books? 
Yes, they give in splendid form the details of an 
excellent lot of operations, with good cuts. 


Fractures. 


By John B. Roberts, A.M., M.D., F.A.C.S., Profes- 
sor of Surgery in the Philadelphia Polyclinic 
and College for Graduates in Medicine; and 
James A. Kelly, A.M., M.D., Associate in Sur- 
gery in the Philadelphia Polyclinic and College 
for Graduates in Medicine. With 909 illustra- 
tions: radiograms, drawings and photographs. 
677 pages. Philadelphia: J. B. Lippincott Co., 
1916. Price, $6.00. - 


The general rule is-to treat dislocations along 
with fractures in the same work. However, this 
book deals only with fractures. 

One would think that with the number of such 
excellent treatises upon that topic, we would have 
no need for another at this time. However, we 
believe Drs. Roberts and Kelly are justified in 
their efforts, for they have produced quite an at- 
tractive book, dealing concisely but fully with the 
subject, and profusely illustrated with photo- - 
graphs, diagrams and skiagrams. 


{ 
] 
{ 
| 
4 
i 
| 
x 


576 SOUTHERN MEDICAL JOURNAL 


SOUTHERN MEDICAL NEWS 


ALABAMA. 


At Mobile, the health report for the month of 
March shows that the high death rate in that city 
is due to the high mortality from tuberculosis 
among the negroes. 

At Mobile, Dr. W. W. Dinsmore, of Montgomery, 
was elected to succeed Dr. W. H. Oates as State 
Prison, Factory and Child Labor Inspector. 

At Mobile, the Alabama Medical Association 
elected Dr. Henry Green, of Dothan, President; 
Dr. Edward B. Ward, Selma, and William C. Ma- 
ples, Scottsboro, Vice-Presidents; Dr. Henry H. 
Perry, Montgomery, Secretary; Dr. Jacob W. Ray, 
Woodstock, Treasurer. 

At Montgomery, Dr. J. A. Ridlon, U. S. P. H. S., 
has been appointed by Surgeon-General Blue as 
temporary State Bacteriologist to succeed Dr. P. 
B. Moss, and Dr. J. W. McCail, of New Orleans, 
formerly of Montgomery, will succeed Dr. Abra- 
ham Trumper, who has recently resigned his po- 
sition as Assistant State Bacteriologist. 

mn the vital and mortuary statistics published 
by the Alabama State Board of Health, the death 
rate was quoted at 10.5 and the birth rate as 21.2 
per thousand. 

At Tuscaloosa, at a meeting of the City Com- 
mission, the office of Health Inspector, with a 
salary of $70 a month, was created. The duties 
of this new office will be to see that the present 
sanitary laws of the city are enforced. 

At Mountain Creek, on May Ist, the resignation 
of Dr. J. P. Ellsbury, physician to the Old Soldiers’ 
Home, became effective, and the appointment of 
Dr. E. I. Eiland has been announced. 

At Tuscaloosa, the diphtheria epidemic among 
the students of the University of Alabama is well 
under control. Twelve students had the disease, 
and more than a hundred were found to be car- 
riers. 

In the recent typhoid fever epidemic at Florala 
the United States Public Health Service has 
traced seventy-six of the eighty-seven cases to in- 
fected milk. 

Deaths. 

After a long illness, which began in an attack 
of pneumonia six weeks ago, Dr. G. W. Morgan 
died at his home near Keener on April 30th. 

In Mobile, after a long period of declining 
health from diabetes, Dr. William H. Sledge died 
on Sunday, April 30th. 


ARKANSAS 

At Texarkana, the Arkansas State Medical As- 
sociation met on the second of May with Dr. J. 
C. Wallis in the president’s chair. About 200 
members were present. A very interesting ses- 
sion was closed by the election of the following 
officers: President, Dr. M. Norwood, Pine Bluff; 
vice presidents, J. M. Lemons and J. L. Purifoy, 
Pine Bluff, and W. R. Booksher, Fort Smith. Dr. 
C. P. Meriwether, Little Rock, was re-elected sec- 
retary with Dr. W. R. Bathurst, Little Rock, as 
treasurer. The next annual session will be held 
at Little Rock. 

At Crossett, the work of making that city a 
model anti-malarial community is progressing 
with rapid strides. The United States Public 


Health Service is in charge of this work and it is 
hoped that the good example will induce other 
communities to undertake this much needed re- 
form. 

At Jonesboro, about forty members of the First 
District Medical Society held a meeting April 
25th. 

Deaths 

On April 24th, at his home near Dripping 
Springs, Dr. J. S. Vestal died at the age of 65 
years. 

After a short illness from appendicitis, Dr. | 
Charles Fowler, of Supply, succumbed to an op- 
eration. 

Dr. W. B. Wynn, of Cotter, formerly of Moun- 
tain Home, died on April 27th. : 

Dr. D. H. Morden died at his home on April 29th 
at the age of 30 years. He was a physician at 
Bigelow. 

Dr. J. S. Kessinger, of Quitman, died at his 
home in that community on April 30th. 


FLORIDA 

At St. Augustine, on April 20th, an order was is- 
sued to all the restaurants, hotels and stores sell- 
ing food to the effect that arrests would be made 
and penalties inflicted if the state law requiring 
the screening of all places containing food for sale 
was not complied with in the next ten days. 

At West Palm Beach, the emergency hospital 
was made-the recipient of a rather large sum of 
money which will be used in enlarging the present 
building and in partially reconstructing the hos- 
pital. 

At Miami, steps have been instituted by the 
Board of Health which will force the owners of 
property along the river front to build retaining 
walls and thus make a sanitary water supply pos- 
sible for the city. ing 

At Jacksonville, there were examined, on May 
2d, thirty-five applicants for certificate to practice 
medicine in Florida. 

At Tampa, Dr. J. Merlin Achor, formerly of In- 
dianapolis, is being held under an indictment 
charging him with the murder of his wife. 

At a meeting of the American Medico-Psycho- 
logical Association, held in New Orleans, the 
Florida Hospital for the Insane was awarded a 
certificate of special merit. 

Deaths 

Dr. Rudolph Goldstein committed suicide in his 
rooms in Tampa on May 2d. 

Dr. C. C. Barrs, formerly of Jacksonville, died at 
his home in Dunellon on April 20th. 


GEORGIA 

At Columbus, the State Medical Association con- 
vened for its sixty-seventh annual meeting on April 
19th with Dr. W. G. Goldsmith as president. On 
the day preceding the state convention there was 
a meeting of the county health officers at the same 
place. The Association will meet next year in 
Augusta with Dr. J. G. Neam, of Dawson, as pres- 
ident. The other officers elected were as follows: 
J. M. Anderson, of Columbus, First vice-President; 

(Continued on page 24) 
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with a good hypodermic syringe— 
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our ‘Aseptic’ — 
and some good hypodermic tablets— 
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you are prepared for “emergency calls” 
and well equipped with a syringe that 
“always works and never leaks”’ and with 
always dependable, perfectly soluble tablets— 
hypodermics that are made and priced right by 
SHARP & DOHME 
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(Continued from page 576) 
Cc. K. Sharpe, of Arlington, Second vice-President, 
and Dr. W. C. Lyle, Secretary-Treasurer. 

A bill before the Georgia state legislature pro- 
viding for the appointment of two State Dental 
Examiners to instruct the school children in the 
proper care of the teeth is receiving the support 
of the State Federation of Women’s Clubs and the 
State Mouth Hygiene Committee. 

Savannah was the first station visited by Dr. 
John F. Murphy, U. S. N., on his official tour of 
prophylactic vaccination of the Southeastern re- 
cruiting district, over which he has command. 

At the regular monthly meeting of the Floyd 
County Medical Society the organization went on 
record as favoring the appropriation of a _ suf- 
ficient sum to render possible the enforcement of 
the state vital statistics law passed by a recent 
legislature. 

At Atlanta, a negro physician, J. S. Cheshire, 
was arrested accused of violating the Harrison nar- 
cotic law. 

Due to the conviction of Dr. J. S. Gaskins on 
the charge of issuing of prescriptions of alcohol 
indiscriminately, unless there is an intervention 
of the State Prison Commission, the penalty of 
hard labor will be exacted. 

At Columbus, a general health campaign will be 
inaugurated in the near future. 

Deaths 

Dr. T. J. Willis, of Washington, Ga., died sud 
denly at the age of 54 years. 

At the age of 60 years Dr. J. C. Mathews, of Gay, 
died in Atlanta on April 11th. 


KENTUCKY 


At Frankfort, on May ist, a meeting was held 
for the purpose of perfecting an organization to 
help in the work of stamping out tuberculosis 
from the state. The name of the organization is 
the Franklin County Health and Welfare League 
and is similar to leagues formed in the other coun- 
ties of the siate. 

At Mt. Sterling, after a thorough inspection of 
the schools of the county, the report was made by 
State Inspector Dr. P. E. Blackerby that there was 
practically no trachoma found. 

At Louisville, on April 10th, the annual meeting 
of the Louisville Anti-Tuberculosis Association was 
held and the following officers were elected: By- 
ron Hilliard, President; B. Bernheim, Fred W. 
Keisker, W. C. Nones, vice-Presidents. 


Deaths 

On April 27th Dr. Nathan Rice Simmons died in 
Louisville at the age of 73 years. 

Dr. John M. Logan, aged 70 years, succumbed 
to an attack of pneumonia on April 24th. 

Dr. D. O. Hancock, of Henderson, died in his 
home in that city at the age of 50 years on the 
19th of April. 

At the age of 76 years, after a lingering illness, 
Dr. J. T. Owen died at Cloverport on April 12th. 

On April 23d, Dr. Dodd died at Brookport. 

At the age of 61 years, Dr. G. W. Weeks died at 
his home on April 14th. Dr. Weeks was the first 
physician graduated from Vanderbilt. 

After a short illness, Dr. L. Y. Browning died 
at the home of his son, near Elizaville, on April 
30th at the age of 75 years. 


LOUISIANA 

At New Orleans, the American Nurses’ National 
Association, the National League of Nursing Edu- 
cation and the National Organization of Public 
Health Nursing held a joint meeting beginning 
April 26th and ending May 3d. 

At New Orleans, on April 25th, Dr. J. C, Willis 
called the thirty-seventh annual convention of the 
Louisiana State Medical Association to order with 
about 150 physicians in attendance. The officers 
elected for the ensuing year are as follows: Dr. 
W. H. Seaman, of New Orleans, President; Vice- 
Presidents, Dr. T. S. Jones, Baton Rouge; Dr. C. . 
V. Unsworth, New Orleans; Dr. T. S. Bodenheimer, 
Shreveport, and for Secretary-Treasurer Dr. L. R. 
Debuys. 

At New Orleans, on April 13th, the Southern So- 
ciological Congress convened with nearly 2,000 
delegates in attendance. Dr. Charles Hillman 
Brough, formerly of Mississippi, but now governor- 
elect of Arkansas, was elected President. The 
other officers elected were: Vice-Presidents, Dr. 
Oscar Dowling, New Orleans, and Dr. C. S. Gard- 


- ner, Louisville; General Secretary, J. E. McCul- 


loch, Nashville, Tenn.; Associate Secretary, C. A. 
Waterfield, Paris, Tenn.; Publicity Secretary, A. 
P. Oakes, Nashville, Tenn.; Treasurer, J. H. Dil- 
lard, Nashville, Tenn. 

At Shreveport, due to a controversy over the 
terms of office of the members of the Board of 
Health, there are at present in that city two such 
bodies. 

The United States Public Health Service began 
a malarial survey of New Orleans and vicinity on 
April 21st. 

At New Orleans, an outdoor clinic of mental 
hygiene was established om May 1st. It is hoped 
to decrease the number of suicides. 

Deaths 

On April 10th, after a long illness, Dr. R. M. 
Collins died at his home in Greensburg. 

At New Orleans, at the annual meeting of the 
Louisiana Railway Surgeons’ Association, Dr. I. 
W. Newton was elected to fill the vacancy caused 
by the retirement of former President, Dr. Charles 
MecVea, of Baton Rouge. Secretary Dr. J. J. Rob- 
ert, of Baton Rouge, was re-elected and Dr. T. 
P. Talbot, New Orleans, was re-elected Treasurer. 


MISSISSIPPI 


At Greenville, the Mississippi State Medical As- 
sociation held its annual meeting on May 9, 10, 
11, Dr. I. W. Cooper, of Newton, presiding. 

At Meridian, as a result of the controversy be- 
tween the State Board and the Hospital Associa- 
tion, an injunction has been filed by Dr. K. T. 
Klein, who is at present in charge of the hos- 
pital, restraining the state’s appointee, Dr. M. J. 
L. Hoye, from exerting any executive authority 
whatever over the Mattey. Hersey Hospital. 

Deaths 

While returning from Aberdeen on April 13th 
Dr. W. A. Watkins, of West Point, was instantly 
killed by the overturning of the automobile in 
which he was riding. The accident occurred when, 
while turning a curve. the negro driver lost con- 
trol of the car. 

(Continued on page 26) 
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(Continued from page 24) : 
Dr. H. Yandell, aged 81, formerly of Yazoo 
City, died at his home in Seattle, Wash., on April 
23d. 


On April 25th Dr. C. A. Peague, of Grantville, 
ied. 


NORTH CAROLINA 

At Durham, Dr. M. H. Fletcher, president of the 
North Carolina Medical Association, entered a 
protest against the taxing of members of the med- 
ical profession. 

At Durham, after an enthusiastic meeting of 
about three hundred members of the State Med- 
ical Association, the following officers were 
elected: Dr. Chas. O. H. Laughinghouse, Green- 
ville, President; Dr. D. J. Hill, Lexington; Dr. 
J. L. Spruill, Columbia, and Dr. J. H. Shuford, 
Hickory, Vice-Presidénts; Dr. B. K. Hayes, Ox- 
ford, Secretary, and Dr. Wm. M. Jones, Jr., of 
Greensboro, Treasurer. Asheville was selected 
as the next place of meeting. 

Dr. E. C. Register, of Charlotte, President of the 
American Medical Editors’ Association, called a 
meeting of the executive committee of that or- 
ganization on April 25th in the Hotel McAlpine, 
New York City. 

Deaths 

Dr. Samuel W. Stevenson, of Mooresville, after 
a protracted illness, died at his home in that city 
at the age of 42 years. 


OKLAHOMA 

The Southwestern Oklahoma Medical Associa- 
tion was organized at a conference held at Altas 
on April 19th. The organization was composed 
of physicians from the seven southwestern coun- 
ties of the state and the executive management 
was placed in the hands of Dr. Cherry, of Man- 
gum, President. Dr. Pinnell, of Lawton, was 
elected Secretary-Treasurer, and one representa- 
tive from each county was elected to the office 
of Vice-President. 

At Guthrie, State Health Commissioner, Dr. 
Jchn W. Duke, has been elected to the Demo- 
cratic National Convention. 

After an examination of the school children of 
Kiowo, Roger Mills and Washita Counties, it was 
found that there were 15% with defective sight; 
defective hearing, 12%; nasal trouble, 25%; bad 
teeth, 35%. 

At Watonga, Dr. E. W. VanBrunt has been se- 
lected as health officer of Blain County. 

A very large attendance is being expected by 
the Oklahoma County Medical Association, which 


’ will entertain the State Medical Association on 


May 9, 10, 11. 
Deaths 
On April 4th, Dr. E. D. Meeker, bap Lawton, died 
of paralysis. 4 


SOUTH CAROLINA 

At Charleston, the South Carolina State Medi- 
cal Association convened at the Charleston Hotel 
on Tuesday, April 18th, Dr. G. A. Neuffer presid- 
ing. The following officers were elected: Presi- 
dent, Dr. C. B. Earle, of Greenville; Vice-Presi- 
dents, C. R. May, Bennettsville; C. B. Kibler, Co-i, 
lumbia, and H. M. Stuckey, Sumter. Dr. E. AS 


Hines, of Seneca, was re-elected Secretary-Treas- 


urer. Dr. W. D. Lowe, formerly of the Rocke- 
feller Institute of New York, .has assumed his du- 
ties as Health Inspector. 


TENNESSEE 

At Memphis, the Frisco Medical Association 
held its fifteenth annual convention on April 24th. 
The following officers were elected: President, 
Dr. William Britt Burns, Memphis; Vice-Presi- 
dents, Dr. J. A. Foltz, Forth Smith, Ark.; Dr. M. 
E. West, of Monett, Mo.; Secretary-Treasurer, 
Dr. R. A. Woolsey, of St. Louis. The next an- 
nual meeting will be held in Springfield, Mo. 

At Nashville, in a report made by Dr. G. F. 
Aycock, Superintendent of the Tuberculosis Hos- 
pital, it was stated that ninety-four patients were 
under treatment in that institution. The commis- 
sion increased the limit of admittances from 75 
to 100 and made the rule that pellagrins should 
not be admitted. 

At Nashville, at a meeting of the Davidson 
County Court, the position of County Health Of- 
ficer, made vacant by the resignation of Dr. Tuck- 
er, was filled by the election of Dr. J. R. Thomp- 
son to that position. 

At Jackson, according to the detailed report of 
Miss Mary Hart, Red Cross Nurse, after the in- 
spection of the school children of that city, there 
are ear defects in 10%, throat defects in 18%, 
nasal defects in 34%, ‘teeth defects in 51%, and 
90% have had preventable diseases. Due to the 
conditions existing, it was urged that the City 
Commission employ a physician to look after the 
welfare of the children. 

At Elizabethton, there was a meeting of the 
Tri-County Medical Association on May 4th. The 
next meeting will be called at Bluff City in 


_ June. 


Dr. Joseph H. White, United States Public 
Health Service, has been assigned to the anti- 
malarial campaign being conducted in Tennessee, 
Arkansas and Mississippi. 

At Mayfield, at a meeting of the Graves County 
Medical Society on April 22d, the following of- 
ficers were elected: President, Dr. John L. Dis- 
mukes; Vice-President, Dr. John H. Shelton; and 
Secretary-Treasurer, Dr. H. H. Hunt. 

Deaths 

Dr. J. Pressley Rhea, of Bristol, 
dead on the morning of April 27th. 

Dr. B. M. Fletcher, 84, died in Middlesboro on 
April 19th. 

Dr. Branch M. Zackery died in Knoxville on 
April 14th at the age of 72 years. 


was found 


TEXAS 

At Galveston, the State Medical Association was 
convened on May 9, 10, 11 with about 1,000 dele- 
gates in attendance. 

At Beaumont, clean-up week was held begin- 
ning May ist. Every street, lane and yard was 
visited and reported upon-and all the trash was 
hauled by the city free of charge. 

At Beeville, the Bee County Medical Society 
held a meeting on April 11th. 

At Seymore, on April 12th and 13th, the North- 
west ‘Texas Medical Association was convened 
with Dr. J. H. Eastland, Mineral Wells, in the 
chair. 

(Continued on page 28) 


: 
\ 
: 
| 
i j 
i 
4 % 


SOUTHERN MEDICAL JOURNAL 


27 


Losing Weight 


Occasionally breast-fed ba- 
bies without apparent rea- 
son show a steady loss in 
weight and_ strength. 
Intelligent investigation 
usually lays the blame to 
faulty diet. 


Gout WBoreler 


EAGLE 


BRAND 


CONDENSED 


THE ORIGINAL 


on account of its wholesomeness, 
palatability, uniformity of compo- 
sition, as well as ease of assimi- 
lation and simplicity of prepara- 
tion, will be found by clinical 
trial to be of great value in these 
cases of impaired nutrition. 


Send for Samples, 
Analysis, «ceeding 
Charts in any lan- 
guage, and our 
52-page book, 
“‘Baby’s Welfare’’ 
Mailed upon 
request. 


BRA Borden’s 
Condensed Milk 

Company 
Est. 1857 


108 Hudson Street 
New York 


Bran-Made 


Dainties 
50 Varieties— 25% Bran 


Note that Pettijohn’s Flour can well 
beusedinnearly all flour-made foods. 

Yet it carries 25 per cent bran, 
with the bran in flake form as you 
want it. 

Everymeal may thusinclude some 
efficient bran food, liked by all. 

Besides this, for breakfast we 
supply a special bran dainty, which 
young and old delight in. 

Note how easy it is, with these two 
products, to establish and maintain 
bran habits. Once tried, you will 
always advise them. 


Two Bran Foods 
Pettijohn’s Breakfast Food—A 


soft wheat rolled into luscious flakes, 
hiding 25 per cent unground bran. A 
morning dainty liked by everyone. 15c 
per package. 

Pettijohn’s Flour—Fine patent flour 
mixed with 25 per cent special bran, 
largely in flake form. To be used like 
Graham flour in any recipe. 25c per 
large package. 


The Quaker Qals @mpany 


(1167) 


Chicago 
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(Continued from page 26) 

At Nacogdoches, the county medical society 
held a meeting on April 12th, after which the 
members were entertained by a banquet by the 
local physicians. 

At Waxahachie, Dr. M. M. Carrick, of Dallas, 
will-erect a public drinking fountain in the Sims 
Library as a memorial to his mother. 

Deaths 

On April 29th, Dr. I. C. McCoy, of Fort Worth, 
= ag 68, died of heart disease at his home in that 
city. 

Dr. Carlos E. Husk, El Paso, recently died of 
typhus fever. The fatal disease was contracted 
by him while working in Mexico. 

Dr. R. B. Turner, Waco, aged 65 years, died at 


his home on May 2. 


VIRGINIA 


Deaths 

On April 27th, Dr. Thomas S. Gibson died at his 
home in Alexandria at the age of 56 years. He 
was a graduate of Maryland University, Balti- 
more, class of 1887. 

Dr. Andrew Capers Doggett, of Fredericksburg, 
died of cancer of the stomach on April 15th at 
his home in that city, He was 64 years old. 

Dr. Richard Adams Epes, Blackstone, died of 
pneumonia on April 12th. He was 38 years old. 

Dr. E. G. Supplee, with his wife, met a tragic 
end on April 2d by drowning in the James River ° 
near Richmond. The bodies were not recovered 
till a week later. Dr. Supplee was a young phy- 
sician of Hopewell. 


Prepared from healthy leucocytes 


according to Hiss. Indicated in 


general acute systemic infections where bacteriological diagnosis is — 
uncertain. Also used in conjunction with the specific serums and cav- 


cines in the treatment of Erysipelas, Meningitis, Lobar Pneumonia, 


Septicemia, Pyemia and Furunculosis. 


No contra-indications are known. 


For clinical reports address: 


E. R. SQUIBB & SONS, New York 


Atlanta Clinical Laboratory 


10th Floor Candler 8uilding Atlanta, Ga. 


di and the 
IT am able to do Wassermann’s for $5.00 where $10.00 formerly 
seemed a low price. . 


Wassermann’s 5 00 
Tissue examinations 5 00 
Urines --. 3 00 
All smears 2 00 
Gonnococal fixation test ~-.....----..-..-. 5 00 
Autogenous Vaccines 00 


Vaccines made of the exciting pathological organism, 
25 ampules of graduated doses sent. Precipitin test for 
human blood in blood stains. Reports wired when 
money accompanies specimen, if requested. 


OR. C. W. GOULD, Manager DR. R C. CURTIS, Assistant 


THE BROWN SPHYGMOMANOMETER 


High Power 
Electric Centrifuges 


Send for Cat. Cn. 


INTERNATIONAL INSTRUMENT CO. 
Cambridge Mass 


The Brown Sphygmomanometer is a new idea in instruments 
for the determination of the Systolic and Diastolic Blood Pressures. 
It contains the only al! glass Manométer tube out of which mercury 
cannot be shaken... The Mercury does not come in contact with any 
rubber or metal substance or with anything save glass-_ Very light 
and compact, size 13 x 334 x 2/4. No connecting up to do and 
always ready to use. Price $13.50. 


Doster Northington Drug Company, Birmingham, Ala. 


Surgical Instruments and Hospital Supplies 
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Doctor Bills Converted 


into Cash, quickly and without antagonizing 
your interests. It has taken us Fourteen Years 
to build this organization. Methods are fair 
and square dealing; no ‘Docket’ (?) Fees, pen- 
alties, expenses nor cash in advance. Our net 
returns to you will exceed your gross collec- 
tions and save you all work, worry and expense. 


* “Reading, Kas., April 4, 1916. 
“You have done so well collecting the accounts from 
five to ten years old that I will send you all of my bus- 
iness. J. A. SETTLE, M. D.” 


HERE’S A FAIR, COLLECTION 
AGREEMENT 


endorsed by the Medical press. Send us your 
business on this basis, or write for list blanks 
and further information. 


“We herewith hand you the following accounts, which 
are correct, and which you may retain six months, with 
longer time on accounts under promise of payment. 
Commission on money , paid either party is to be 
33 1-3%. We will report in writing on the fifth of each 
month all money paid direct to us. 

“In consideration thereof, Publishers Aiton Asso- 
ciation agree to strive persistently and intelligently to 
make said collections, at no expense to us, and to 
issue statement on the fifteenth of each month, pro- 
vided the above mentioned report from the undersigned 
has been received.” 

Our tested service costs you nothing in advance nor 
at any other time unless we actually make the collec- 
tions. 

PUBLISHERS ADJUSTING ASSOCIATION 

Medical Dept., Desk Q., Midland Bldg., 
Kansas City., Mo., U. S. A. 


BEST LINE 
From Points in the South to the 


American Medical Association 


Convention 
AT 


Detroit, Mich., June 12-16 


Louisville & Nashville R. R. 
FAST MODERN STEEL TRAINS 
UNSURPASSED DINING-CAR SERVICE 


Particulars as to schedules, fares, etc., 
furnished by 


J. K. RIDGELY, A. G. P. A., New Orleans, La. 
H. C. GERON, P. A., Mobile, Ala. 

C. BRETNEY, F. P. A., Jacksonville, Fla. 

H. SETTLE, D. P. A., Birmingham, Ala. 
C. WALLIS, D. P.,A., Nashville, Tenn. 

H. C. BAILEY, D. P. A., Atlanta, Ga. 

R. D. PUSEY, G. P. A., Louisville, Ky. 


H. 
J. 
R. 


Wheat 


In Ideal Form 


In This Patent Process Every 
Food Cell is Exploded 


Cooking rarely breaks up half 
the food cells in a grain of wheat. 
Toasting leaves a large percentage 

still unbroken. 

In Puffed Wheat all are broken. 
They are literally blasted to pieces. 
Thus Puffed Wheat does not tax 
digestion. Every atom feeds. 

The process was invented by 
Prof. Anderson, formerly of 
Columbia University. 

The whole grains, sealed in guns, 
are revolved for an hour in 550 de- 
grees of heat. Thus the moisture 
in each food cell is turned to steam. 
When the guns are shot these food 
cells explode—all of them—over 
100 million per kernel. 

The grains become bubbles, thin, 
airy, flaky, eight times normal size. 
They are delicious morsels. And 
they supply whole-wheat nutrition 
in the only ideal form. 

So with Puffed Rice. 


There are many cases where 
nothing else will serve your pur- 
pose like Puffed Wheat or Rice. 


The Quaker Oals @mpany 


Chicago (1208) 


Puffed Wheat 12¢ 
Puffed Rice 


Corn Puffs—Bubbles of Corn Hearts —15c¢ 


Patronize our advertisers—mention the Journal when you write them 


29 
| 
} 
| 
| 
| 
| 
LéN q 
| 
| 
| | 
| 
| 
| 
| 
| 
bi 
| 


30 SOUTHERN MEDICAL JOURNAL 


DOCTOR! 


Look - Read - Think 


(PURE CHLORIDE OF ETHYL) 


FRIES BROS., Manufacturers, 92 Reade Street, New York 


FOR LOCAL AND GENERAL ANESTHESIA. 
No STEAM VALVE required. Simply press the lever, Automatic Sprayer does the rest. 


AUTOMATIC GLASS SPRAYING TUBES 


SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO., New York, Rahway, St. Louis 


Underwood 
Typewriter 


Simplicity is its fundamental principal 
Used by 


Largest corporations 

All Champion typists 
and 

Most expert operators 


‘*The machine you will eventually buy”’ 


SHERMAN’S 
BACTERINE 


Preparations with a record for 


RELIABILITY 
31 Different Varieties 


Typhoid Fever 


Yields more readily to | 
Typhoid Vaccine 


than to any other remedy. When 
given early it often aborts the 
course of the disease. 
Write for Literature. 
G. H. SHERMAN, M.D. 
Detroit, Mich. 
Daily users of Vaccines use SHERMAN’S 
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Hay Fever Vaccine Mulford 


For the Prevention and Treatment of 
“Rose Colds,” “Spring” or “Fall” Hay Fever 


Hay Fever Vaccine “‘Spring”’ Mulford consists of the protein extract obtained 
from the pollens of timothy, rye, red-top and several other grasses—the cause of so- 
called ‘‘rose colds,’’ or ‘‘Spring”’ or “Summer” hay fever—dissolved in physiological 
saline solution and accurately standardized. 

Hay Fever Vaccine ‘Fall’? Mulford contains the protein extract from the 
pollens of ragweed, golden rod-and maize, dissolved in physiological saline solution and 
accurately standardized. 

Both varieties, the ‘‘Spring”’ or ‘‘Fall’’ Hay Fever Vaccines may be 
used without preliminary diagnostic tests. If treatment does not give entire relief, 
skin tests may then be made to discover possible hypersusceptibility to pollen not 
contained in the Vaccine. 

Noon, working in Sir Almroth Wright’s laboratory, was the first to report 
successful results in the treatment or prevention of hay fever with subcutaneous injec- 
tions of pollen extracts. Clowes, Lovell. Lowdermilk, Ulrich, Hitchens and Brown, 
Koessler, Manning, Cooke, Wood, Goodale, and many other scientists have amply con- 
firmed Noon’s work. 

Hay Fever Vaccine ‘‘Spring” or ‘‘Fall”’ is furnished in: 

Packages containing 4 sterile glass syringes of graduated strengths, $5.00 

In single syringes ‘‘D’’ strength, 1.50 
Syringe A contains 0.0025 mg. extract of the pollen protein 

In ordering specify *“‘ Spring” or “‘ Fall”? as may be desired. 

For Immunization against Hay Fever, first dose (Syringe A) should be 
given at least 30 days before expected attack, followed by B, C and D at five-day 
intervals. Syringe D strength Vaccine should be used at weekly intervals during the 
entire period of accustomed attack or until immunity is established. 

For Treatment of Hay Fever, the doses are given at five-day intervals, begin- 
ning with Syringe A, followed by B, C and D in order, followed with Syringe D at weekly 
intervals during the entire period of accustomed attack, or until immunity is established. 

There are no contraindications to the therapeutic or prophylactic use of Hay 
Fever Vaccine Mulford so far as known. A small percentage of patients may be hyper- 
sensitive to the protein extracts, in which case the doses may be accordingly reduced. 


Full literature will be mailed upon request. 


H. K. Mulford Company 


Manufacturing and Biological Chemists 
LIFE | 


: Home Office and Laboratories 
PHILADELPHIA, U. S. A. 


~ FOR THE 
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WE HAVE A LIMITED SUPPLY 


SALVARSAN and NEOSALVARSAN 


ALL SIZES 


We are offering these to the physicians 


If you wish to secure some of these articles write at once to 


MOBILE ALABAMA 


HOTEL CUMBERLAND 


S. W. CORNER BROADWAY AT 54TH STREET, NEW YORK 


Near 50th Street Subway and 53d Street Elevated, and accessible to all surface lines 


Official Hotel American Automobile Association 

To physicians and their families the Hotel Cum- 
berland offers superior accommodations and serv- 
ice at reasonable rates. 

The location is exceptionally convenient and ac- 
cessible, affording quick access to the leading hos- 
pitals, medical schools and clinics, as well as to the 
principal theatres, stores, depots and parks. ' 

Rooms with adjoining Bath—$1.50 and up. 

Rooms with Private Bath—$2.00 and up. 

A hygienic hotel—no dust-trap carpets, but ori- 
ental rugs in all rooms and corridors. Only New 
York Hotel with window screens throughout. 

SEND FOR ILLUSTRATED BOOKLET 


HOTEL CUMBERLAND 


Under management of HARRY P. STIMSON 
NEW YORK 
NEAREST LARGE HOTEL TO NEW YORK POLYCLINIC 
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What X-RAY EQUIPMENT Means to YOU 


Every physician should own a Portable Coil. In these days, state after 
state is demanding that an X-Ray plate be shown in every personal in- 
jury case. Why not make your own plates? In addition—you can 

- better your diagnosis—add prestige and dignity to your practice—and 
MATERIALLY INCREASE YOUR INCOME. Several thousand phy- 
sicians have used the 


Scheidel-Western Suit Case Portable Coil 


and the verdict is, “the most powerful Portable Coil made.” You will 
find it a valuable diagnostic agent in your office—and it can be easily 
carried wherever you wish to take it. There is no mystery about it. 
F staan to any electric light socket—and full directions accompany each outfit, enabling you 
to get results right from the start. Fully guaranteed—and SCHLEIDEL-WESTERN SER- 
VICE makes you an expert operator. Learn more about it—use coupon below. 


FRACTURED CLAVICLE 


SCHEIDEL-WESTERN X-RAY CO. 


Largest Manufacturers of X-Ray Apparatus 
in the World 


737-739 W. Van Buren St., Chicago, Ill. 
Gentlemen:—Please send me full information 
about your Portable Coil—and tell me of your | 


Money-Making Plan. 737-739 W. VAN BUREN ST. 


CHICAGO - - 
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Making 
HOTEL HISTORY 


. Every Room at the Fort 
Dearborn Hotel,Chicago, 

_ now $1.50 per day, nohigher 
You don’t have to ask the 
clerk the rate when you 
register. 
500 rooms with private bath or 
private toilet—all with outside air 
and light 


FORT DEARBORN 
HOTEL, CHICAGO 
La Salle Street at Van Buren 
‘Direction Hotel Sherman Company 


THE MOUNTAIN PARK HOTEL 


HOT MINERAL SPRINGS BATHS 
At Hot Springs, WN. C. 


“In accessibility of location; in absolute freedom 
from dampness and fogs; in the perfect purity of 
its health-giving atmosphere, and the beauty and 
grandeur of its surroundings, the North Carolina 
Hot Springs stand pre-eminent among health and 
pleasure resorts of America.” 

Golf—Tennis—Open Swimming Pool—Mountain 
Trails—Horseback Riding. 

The waters of these springs have been found to 
be highly beneficial in the cure of rheumatism, gout, 
rheumatic gout, kidney trouble, and all kindred 
ailments. Testimonials on application. 

UNDER ENTIRE NEW MANAGEMENT. 


For information and reservations write or wire 
FRED J. FULLER, Manager 


Mountain Park Hotel, Hot Springs, N. C. 


Your 
Convalescent 


Patient 


will find the most ideal conditions for their 
rapid recovery at Grove Park Inn, in the © 
mountains of North Carolina, 2,400 feet 
altitude. The cleanest and most sani- 
tary hotel in the world. Every dish boil- 
ed first in soap suds, then in boiling run- 
ning water, and sterilized with heat when 
dry. Even the silverware is boiled and 
sterilized. Normal foods, scientifically 
prepared, making the food as digestible 
as dietetic foods usually are. Tubercular 
persons not received under any circum- 
stances. 

The Inn is one and a half miles from 
the centre of Asheville, a city of 32,000. 
Finest physicians and surgeons within 
call. Hydrotherapeutic treatment and 
massage. Milk and cream from Biltmore 
dairies; water from mountain springs. 
Summer climate most agreeable and ex- 
hilarating. Altitude makes it cool. Blank- 
ets at night. Mosquitos unknown. For 
photographs and full information, call at 
the office of.the Southern Railway. 


GROVE PARK INN 
Sunset Mountain 


ASHEVILLE, NORTH CAROLINA. 
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For protection against-such instability. we-offér - 
Tablets: PM Co. 


‘Bach tablet contains: 

~~. Galcium Glycerophosphate 2 gr. 
Glycerophosphate 1-8 gr. 


PITMAN: ‘MOORE COMPANY 


INDIANAPOLIS. 


in Solution Chanee | 


| A A Temporary Diet be Infants 


Summer 


Mellin’ s Food. 


Water (boiled, then cooled) 
16 Aluidounces - 


ounce this mixture a value of 6. 


sufficient nourishment and in a a form 
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A FEW SUGGESTIONS. 


To prepare antiseptic solutions. 
~ To sterilize hands, instruments and site of operation. | . 
To cleanse wounds (bruises, incisions, abrasions), ulcers, etc. . : 
To lubricate sounds-and specula: 
To destroy infecting organisms in skin ache, barber’ itch, mete) 
To disinfect surface lesions associated with fetid discharge. . 
To control the itching of skin i inledunie. 
To disinfect the hands after attendance | upon cases of communicable disease. 


To make solutions for the vaginal douche. 
_To counteract the odors of offensive 
To cleanse the hair and scalp. & 
To remove and prevent dandruff. | 
To wash and ‘sterilize bed-linen, etc., used in the 
Germicidal Soap, in short, is yseful whenever and wherever a antisep- 
i 


Germicidal Soup doo not» nickeled instruments. It does not 


Germicidal Soap, Mild, 1 %: laege cakes; one its carton; emall cakes, fire fo a carton. 


: For other forms see our catalogue. 


r 


Parke, Davis & Co. 


| 
vy 
: 
3 
' 
: A i 
: Home Offices and Laboratories, | 
| 


